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Compazine Spansule’ 


brand of prochlorperazine 
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The convenient qizh ‘Compazine’ Spansule 
capsule dosage regimen permits nurses to 
spend /ess time administering medication and 
more on other forms of therapy. Also, “Span- 
sule’ capsules stretch budgets. Whenever six 
‘Compazine’ patients are changed from t.i.d. 
tablet medication to “Spansule’ capsules, the 
money saved treats an additional patient. 
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‘Spansule’ capsules give you better control 
over the office patient. Inconsistent observance 
of tablet dosage regimens may cause a break- 
through of symptoms. With ‘Spansule’ cap- 
sules, however, you rely less on the mood and 
memory of the patient—one dose in the morn- 
ing provides ‘Compazine’ protection through- 
out the working day. 


‘Compazine’ Spansule capsules are available in four strengths: 10 mg., 15 mg., 30 mg. and (especially 
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LIFT 
THE 
DEPRESSION 


Lift the depression with Marplan. Therapeu- 
tically, Marplan is a new, more active amine 
oxidase regulator. Clinically, it is safer. Medi- 
‘ally, it represents a major breakthrough in 
the chemotherapy of depression. Marplan has 
been evaluated by some 300 investigators who 
reported its use in more than 4000 patients. 
Results have been impressive—frequently dra- 
matic, and side effects have been markedly 
fewer and less severe. Indications range from 
moderate to severe psychiatric disorders with 
associated symptoms of depression, with- 
drawal or regression. Marplan is also valuable 
as an adjunct to psychotherapy to facilitate 
the patient’s responsiveness. Complete litera- 
ture, giving dosage, side effects and precau- 
tions, is available upon request and should be 
consulted before prescribing. Supplied: 10-mg 
tablets in bottles of 100 and 1000. 
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Cogentin. 


METHANESULFONATE (Benztropine Methanesulfonate) 


in all forms of parkinsonism 


e a single bedtime dose permits restful sleep... e prevents morning rigidity... e “is often sufficient 
to control symptoms for 24 hours’? 

CocenTin “will counteract rigidity, contractures, frozen states and muscle cramps better than 
any current preparation”? without drowsiness or fogginess,* and even control major tremors 
unrelieved by other medications.’ CoGentin usually permits continuation of full-strength tran- 
quilizer therapy if parkinsonian symptoms develop. And Cocentin has not shown cumulative 
toxicity. No serious reactions have been reported even after treatment lasting as long as 
four years.* 


References: 1. Doshay, L. J.; Constable, K., and Zier, A.: Neurology 3:360, 1953. 2. A.M.A. Council on Drugs: 
New and Nonofficial Drugs, Philadelphia, J. B. Lippincott, p. 242, 1958. 3. Brock, S., Mod.: Bull. New York 
Acad. Med. 32:202, 1956. 4. Doshay, L. J.: Parkinsonism and Its Treatment, Philadelphia, J. B. Lippincott, 
pp. 87-88, 1954. 5. Doshay, L. J.: J.A.M.A. 162:1031, 1956. 

Dosage and Administration: Recommended dosage is one-half to one tablet two or three times a day. If 
higher doses are required, the patient should be closely observed and dosage adjusted as indicated. A decrease 
in dosage is rarely necessary. Additional information on Cocenrtin is available to physicians on request. 
Supplied: As a 2 mg. quarterscored tablet in bottles of 100 and 1000. 

Cocentin is a trademark of Merck & Co., Inc. 
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PRESIDENTIAL ADDRESS 


WILLIAM MALAMUD. M.D. 
President of the American Psychiatric Association 


iy IS A GREAT PLEASURE, indeed, to have this privilege 
of addressing you today, bringing to you most cordial 
greetings from the American Psychiatric Association and an 
appreciation of the great importance of the topic that you 
have chosen for this institute—a topic which is as timely as 
it is challenging. The subject is, of course, very broad and 
complex and since a number of highly qualified persons will 
deal with the variety of specific aspects relevant to it, I 
would like to limit my own presentation to a brief review 
of the scope of the more important goals toward which we 
ought to strive. 

Statistically, to put it very briefly, we find that the pro- 
portion of aged persons, that is to say those of 65 years 
and older, has been increasing at an extremely rapid rate 
and it has been computed that in 1960 there will be nearly 
16 million persons in that age group: by 1975, 21 million. 
This in itself, disregarding for the moment the question of 
how many of these people actually have or will have medical 
problems, presents its own socio-economic challenges. In the 
vast majority of these cases, persons are retired either 
forcibly or voluntarily and therefore for all practical purposes 
cease to be productive. At the same time there is a large 
increase in the number of children and adolescents who are 
still dependent upon society for economic support. When 
we consider these facts, which have so often been empha- 
sized, we find that the group contained between the two, 
the one that comprises the majority of the wage-earning 
population, is squeezed both ways with a comparative wast- 
age of potentially productive persons who, by definition and 
actuality, become dependent upon this middle group. Aside 
from all other considerations as to what such an arrange- 
ment does to the old people who could be useful to society 
but are not permitted to be, there is the challenging problem 
as to how, in the future, with the gradual increase of de- 
pendent persons at both extremes, the burden of their sup- 
port can be managed by the middle group. 

From a medical and particularly psychiatric point of view, 
however, the problem is even more challenging. We are 
told, for instance, that in 1950, 8.1 per cent of the total 
population of the nation consisted of persons 65 and over, 
but at the same time this age group comprised about 25 per 
cent of patients in mental hospitals. In other words, the 
proportion of mentally sick aged people was about three 


times that of the proportion of this age group in the general 
population. Further, we find from 1904 to 1950 the num- 
ber of persons over 65 years of age in the population in- 
creased about four times, whereas the number of admissions 
of patients in that age group to mental hospitals was about 
nine times the number admitted in 1904. It is of course, true 
that some of this increase was due to the fact that with 
better medical treatment a number of chronic patients, who 
otherwise would have died earlier, have continued to live 
and have added to the influx of older people into the hos- 
pitals. It is also true that with the great increase of people 
of 65 and over in the general population, we would naturally 
expect a proportionate rise in the number of people de- 
veloping psychoses of old age. Neither one of these con- 
siderations, however, explains the marked increase in ad- 
missions, which is entirely out of proportion with the in- 
crease of the same age group in the population in general. 


[T Is IMPORTANT, too, to note here that the mentally ill in- 
cluded in the above statistics are mostly representative of 
the psychoses, and only those who were actually admitted 
to hospitals. If we add to that the unknown number of 
psychotic old people who were not hospitalized, and also 
those who suffer from neuroses, psychosomatic illnesses. and 
other personality disturbances, we gain an idea as to how 
much larger and more ominous the progressive nature of 
this problem actually is. Research is making rapid progress 
in the knowledge of diseases of all kinds, but particularly 
those that are more likely to afflict older people—the car- 
diovascular, neoplastic, and metabolic diseases. We can ex- 
pect, therefore, a substantial decrease of the toll that will be 
taken by these diseases in the future. So, we can see that 
the progressive trend in mental illness will continue unless 
we can gain further insight into the causes of these disturb- 
ances and can develop methods of dealing with them that 
will, at least, enable us to keep pace with the other contribu- 
tions in the field of the health sciences. As medicine and its 
allied sciences make further progress in prolonging life 
expectancy and therefore make it possible for life to be sus- 
tained for a longer period of time in a greater number of 
people, we must at the same time learn how to make it pos- 
sible for the older people to live more happily and adjust 
more adequately and not just simply to exist. 


It is obvious that if we are to achieve this, we must learn 
more about the factors that tend to affect adversely the 
health of the aged in general, and particularly their social 
and psychological adjustment. There is no question but that 
a great deal of progress has already been made in that direc- 
tion, but in making plans for the future, it is well to consider 
a reorientation in our approach toward the problem in gen- 
eral, and particularly in regard to two aspects. 


THE First of these is represented by the need for more 
adequate coordination and real integration between the 
efforts of those who are working along the biological or 
organic lines of research, and those who are more involved 
in the mental and social sciences. In spite of a great deal 
that has been said about the need for a holistic approach in 
the study of human behavior in general, there are still those 
who emphasize primarily the importance of metabolic. 
infectious, degenerative, and genetic factors as the most likely 
basis for maladjustment in old age. Therefore, they con- 
centrate entirely on the discovery of means of counteracting 
such pathological conditions in attempting to stem the tide 
of the ever-increasing scope of this problem. Similarly. 
there are those who are equally convinced that the most 
important causes of disturbances in this period of life are 
social and psychological. Therefore, in their attempts to 
find a solution to the problem, they emphasize the need for 
changes in social settings and attitudes, as well as psycho- 
therapeutic methods of prevention through adequate prep- 
aration in earlier life. and treatment where maladjustments 
have actually developed. 

It is true that. particularly in the last few years, serious 
attempts have been made to bridge the gap and try to deal 
with the problem through a multidisciplinary approach. A 
number of recent publications, especially books and mono- 
graphs, stress this point of view with various degrees of 
success reported. To most of us it is quite obvious that 
certain organic deficits can be objectively demonstrated to 
take place in old age. These include changes in a variety of 
organ tissues, particularly in the nervous system; disturb- 
ances in metabolic processes; a high incidence of neoplastic 
disease, which may or may not be closely related to the 
above two: and, in general, a lowering of resistance to 
physical environmental factors and disturbances in the in- 
ternal milieu in the form of a lower homeostatic efficiency. 
It is also true that differences in constitutional make-up. 
largely on the basis of genetic factors, render many persons 
less resistive to the physical as well as psychological ravages 
that have to be faced by the individual throughout his life. 
In addition. a number of social and psychological factors 
can be shown to be definitely at work in the genesis and 
perpetuation of maladjustments in old age. Forced retire- 
ment which is frequently unjustified, isolation, losses of 
various types such as relatives and economic security, trau- 
matic experiences caused by operative procedures (particu- 
larly those in the area of the broader scope of the organs of 
reproduction) are definitely important as etiologic factors 
in these diseases. 

Unfortunately, however, there is still a good deal of 
dualism in the points of view of various research workers 
in regard to the manner in which these factors operate and 
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their relative importance in the cases of different persons and 
in different types of disturbances. In other words, it is still 
all too frequently a question of “either—or” and not “how 
much of the one and how much of the other.” Here it would 
seem to me to be most essential to introduce a reorientation 
in regard to this aspect of the problem and to accept the 
fact that in most cases, if not in all, there is no one-to-one 
relationship between a specific noxious factor, be it organic 
or sociopsychological. and the actual pathological condition 
that has developed. It is, therefore, important to consider 
the following points: 

1) Granted that organic factors are important in pro- 
ducing physically demonstrable lesions, we must find out 
what role they play in also producing observable disturb- 
ances in psychological functions and social adjustments. 
such as fluctuations in mood, emotional lability, speech and 
memory defects, sense deceptions, poor judgment, and so on. 

2) Granted that certain psychological traumata, either 
those early in life or recent catastrophic occurrences, can 
be shown to produce psychological disturbances such as 
suspiciousness, depressions, lack of interest, withdrawal, and 
so on, do we find that some of these, if not all, may find 
expression in somatic disturbances in the cardiovascular, 
gastrointestinal, and endocrine systems, and a number of 
others? Furthermore, do we find that they may be operative 
in either enhancing or actually producing certain psycho- 
logical disturbances, such as in memory and thought, which 
traditionally have been regarded as being due to organic 
pathology ? 

3) To what extent can we actually demonstrate the posi- 
tive role that social traumatizing events play in the pro- 
duction of both organic and psychological deficits? 

4) And finally, can we assess more adequately the cumu- 
lative effects of a combination of factors belonging to all of 
the above categories; not in terms of specific etiologic re- 
lationships, but of whether the effects of any one of them 
may be enhanced by the presence of the others and thus 
produce greater pathology than if only one or two of these 
factors were present? 


THE SECOND AsPEcT of research in this area in which a 
reorientation is equally important is the one that involves 
the question of the fundamental difference between the 
process of aging in general and the pathology of the aged. 
It would be well to start out with the thesis that the process 
of aging is a normal development in the life of the individ- 
ual, and should be regarded in a manner similar to the other 
stages in the course of life, such as infancv, childhood, ado- 
lescence. early adulthood. and middle age. Each one of 
these has its own specific characteristics in regard to adjust- 
ment and, when compared with other periods, presents both 
liabilities and assets which do not exist in the others. For 
instance, the dependency and the need for protection in 
infancy as contrasted with the great vigor of growth and 
development: the emotional crises of emancipation and 
consequent revolt in early adolescence as contrasted with 
the greater potentialities of speed, coordination, learning, 
and so on; the stress of accevting responsibilities, economic, 
social, and family obligations in early maturity as contrasted 
with greater productivity; are all taken into consideration 
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when we try to gauge the liabilities and assets of persons in 
those particular stages of life. 

Would it not be equally important to consider the process 
of aging in the same way? While we take into consideration 
the liabilities produced by the development of certain physi- 
cal and psychological deficits, should we not also try to find 
out what there may be in the average person at the age of 
65 or over that can be considered as assets which are not 
present in other stages of life? It is a well-known fact that 
most of the studies, both organic and psychological. of 
persons at this period of life have dealt primarily with 
liabilities and practically not at all with assets. In most 
cases, one actually is confronted with the question, “Are there 
any specific assets?” If we are to think in terms of social 
reorganization that would help to obviate the deleterious 
effects of social and psychological traumatic experiences at 
this stage of life, we will have to find out whether or not 
there are also certain specific assets that would make it 
possible for older people to make certain contributions, not 
in spite of the fact that they are old, but because of it. 

A reorientation in this area would depend upon the recog- 
nition of the fact that, in a number of changes that are ob- 
served in the aging person, the question of the pathological 
nature of the effects produced depends not on the quality of 
the change. but on its intensity and the manner in which it 
is related to the setting in which the person operates. Thus 
we speak of the loss of fluidity introduced by old age. De- 
pending upon its intensity, this may lead to pathological 
rigidity in reacting to changes in psychological, social, and 
physical settings. Under other conditions, it may lead to a 
gain in stability and consistency of reactions that could 
represent a definite asset as compared with the flightiness 
of earlier life stages. 

Again we speak of a slowing up in speed of reaction, both 
psychological and physical, as representing a deficit char- 
acteristic of old age. But can we also think of it in terms 
of a decrease of impulsiveness. which is perhaps one of the 
liabilities of the very young? We speak of a decreased 
capacity for acquiring of new knowledge. But can this be 
regarded as being counteracted by the accumulation of ex- 
perience and the ability to use that in dealing with life 
problems? We speak of a decrease in imagination and ven- 
turesomeness, and yet this may be dependent upon a gain 
in reality testing and a more modest, but also more adequate 
estimation of one’s own abilities and potentialities. 

Perhaps some of these considerations are not as important 
as they seem to me, and there may be others which are more 
significant. but one will never learn what the older person 
is able to contribute simply on the basis of evaluating his 
deficits. The latter may lead to a charitable attitude, but 
certainly not to a systematic reorganization of the place of 
the oldster in society. An important step in that direction 
will have to be a reorientation in the testing of psychologi- 
cal as well as physical capacities of the older person. Some- 
how we have taken it for granted that the life period between 
24 and 45 represents the optimum of adjustability and po- 
tentialities for valuable contributions, and anything that 
deviates from it is, of necessity, inferior, not to say patho- 
logical. It is because of this that much of the research 
carried on in this area is preoccupied with testing older 


people, and at times even the very young, on the basis of 
standards established in young adults. Instead, we need a 
more adequate type of evaluation of both the degree of 
deficit and the potentially available assets. Tests should be 
standardized for the appropriate age in each case. 

The need for this type of approach has been pointed out 
by some workers, particularly in the area of psychological 
testing, but it should be further extended to apply to all the 
other functions studied. In this way, it will be possible to 
shift the emphasis from concentration on measurement of 
deficits and turn our attention to the appraisal and utiliza- 
tion of assets, not only for the benefit of the aged. but for 
society as a whole. 
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PSYCHIATRIC PROBLEMS OF THE AGING 


= THE SPRING of 1949 some two hundred mental hos- 
pital psychiatrists assembled in Philadelphia for in- 
formal discussions of their mutual problems. Their meeting 
inaugurated the American Psychiatric Association Mental 
Hospital Institutes which had originally been conceived by 
Dr. Daniel Blain, then the association’s medical director. 
Dr. Blain also initiated the A.P.A. Mental Hospital 
Service. and its magazine. now known as MENTAL HospIrtaLs, 

The creation in 1949 of this meeting designed exclusively 
for mental hospital psychiatrists marked a new era of prog- 
ress in the long history of the American Psychiatric As- 
sociation. This first meeting was also remarkable because 
it developed from the same need which had prompted the 
first meeting of the thirteen founders of the association in 
S44. They, too, were mental hospital psychiatrists and they 
too met together in Philadelphia for the purpose of dis- 
cussing their mutual problems. 

The growth and development of the Mental Hospital In- 
stitutes during the next ten years were characterized by the 
same changes which marked the progress of other organi- 
zations in our country. The first institute, for example. was 
almost entirely unorganized and unstructured, with only 
a few discussion leaders who spoke very briefly and entirely 
extemporaneously. Everyone found opportunity to raise ques- 
tions or to describe the problems in his own mental hospital. 
In that small gathering there were no professional hier- 
archies and no social categories. A sense of equality 
pervaded the sessions and the group morale was consistently 
high. It was a most enjoyable and successful meeting. 
during which there was no necessity to formulate any con- 
clusions, seek any solutions, or attain any objectives. It was 


LEO H. BARTEMEIER M.D. 
Medical Director 

The Seton Psychiatric Institute 
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a new venture and it was an occasion for free discussion and 
exploration of problems peculiar to mental hospitals. 


Ec of the succeeding Mental Hospital Institutes has 
retained much of the informality, the freedom for exchange 
of ideas. the discussion of mutual problems, and a relatively 
high morale. The growth and development of the institutes 
during the past ten years have, naturally, included changes 
which have not altered the character of the meetings, but 
may be regarded as the maturing of the organization. 
Many of these changes are difficult to delineate. but several 
at least are easily recognizable. The meetings have increased 
considerably in the number of their participants and have 
been enriched by the inclusion of members from the other 
disciplines associated with hospital psychiatry. As the 
institutes enlarged it became necessary to provide them with 
structure and to gear the annual programs to specific themes 
for discussion. The division of the total number of par- 
ticipants into discussion groups has developed out of the 
necessity to provide for optimum functioning and to pro- 
mote active participation by the largest number of those in 
attendance. The establishment this year of this specific pat- 
tern is similar to the development of specialties within the 
general framework of psychiatry. It is a useful device for 
the exchange of ideas and it contributes substantially to the 
success of the institutes. 

The Mental Hospital Institutes are still young, but if 
we agree with the opinion of an authority like Doctor 
Shock that “aging begins with conception.” we may regard 
aging as an inherited process which is synchronous with 
growth and development. During the youth of the institutes 
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the aging process has been no more in evidence than it is 
during the early years of the life of an individual person. 

Like those pathological formations which do not give rise 
to symptoms of illness until such time as they have de- 
veloped in size or intensity, the aging process is not apparent 
until it effects obvious changes in the functioning of the 
individual. It is highly probable that aging, as we under- 
stand it, refers to the period in life when the death instinct 
has gained the ascendancy over the life instinct. 


THOSE among us who are middle-aged or older become 
aware of changes in ourselves which we regard as indica- 
tions of growing older. We recognize these changes only 
momentarily. We do not ponder them seriously, nor do they 
frighten us. We imagine that these changes are natural for 
persons in their fifties or sixties and we understand that we 
are aging. But, as Freud once remarked, “There is under- 
standing, and understanding, and understanding.” He knew, 
as we know on this occasion, that it might be painful to 
dwell on the portent of our aging, and that we prefer not to 
give this any serious consideration. We tend to avoid any 
thoughts about our future infirmities and the suffering they 
may impose. Or perhaps we are unable to do so in the same 
way that we are incapable of consistently believing in our 
own death. Aging, growing old, and dying are intimately 
associated. It is this fact which probably prevents so many 
people from making adequate preparation for their old age. 
We prefer to concern ourselves with the here and now so 
constantly that we have no time for the future. 


SOME PERSONS make provisions for the possible crises 
which the future may bring. They constitute but a small 
minority of the total population. The failure of most people 
to provide for their old age has necessitated the establish- 
ment of the Social Security program and the various finan- 
cial arrangements that industrial and other organizations 
have made on behalf of their employees and others associ- 
ated with them. The care of the aged and the aging mental 
defective is a public health problem of such magnitude that 
it has become the concern of the World Health Organization, 
the Congress of the United States. the American Medical As- 
sociation, the United States Public Health Service, the 
Veterans Administration, and the State Governments. 

The majority of the fifteen million aged persons in our 
population are being cared for by their families, by the 
churches, and by private organizations within their commu- 
nities. Despite this fact, the increasing admissions of the 
aged to our mental hospitals create a staggering problem 
for mental hospital psychiatrists. 

The World Health Organization has published an exten- 
sive report of its Expert Committee on Mental Health en- 
titled “Mental Health Problems of Aging and the Aged.” 
The Congress of the United States has published a summary 
of the views of experts who have appeared before the Sub- 
committee on Problems of the Aged and Aging. This sub- 
committee is currently engaged in a series of investigations 
in a number of principal cities on the problems of the aged. 
The United States Public Health Service is presently in- 
volved in one hundred and twenty-six research and training 
projects on aging. These projects are divided among its 


national health institutes, and twenty-seven of them con- 
cern the mental health aspects of aging. An unknown num- 
ber of communities have established nursing homes for the 
aged in their areas. The small community of Albany, Min- 
nesota, with a population of eleven thousand, has created a 
fifty-bed nursing home for the aged at a cost of several hun- 
dred thousand dollars. It is of interest to note that a general 
practitioner of medicine in that rural community conceived 
this project, persuaded his church organization to sponsor 
it, and became chairman of the committee which spear- 
headed the community’s interest and financial support for 
the construction of the modern nursing home which has now 
been completed. This good physician, who is also the father 
of ten children, believed that old people ought to remain 
within their own community. He knew what all mental hos- 
pital psychiatrists know with regard to this segment of the 
population—that the aged are best cared for in their familiar 
surroundings. As with children, their own surroundings have 
meaning and significance of high value for the maintenance 
of their identification, their sense of mastery, and general 
well-being. The aged, like children, have a special need to 
be loved and respected by their families. Many elderly per- 
sons have the right to expect that their children will con- 
tinue to care for them and keep them in their midst. When 
this is not possible, properly conducted nursing homes 
within their communities offer the best alternative because 
they permit continuing relationships with families and 
friends. Many public mental hospitals are located at dis- 
tances too far removed to permit frequent visiting by the 
families of the aged. When relatives and friends gradually 
cease visiting, the aged realize they have been abandoned. 
Although it has not been established with certainty. there 
is evidence for believing that this sense of being abandoned 
and rejected reduces the motivation for living. 


J[\ PRIMITIVE SOCIETIES it was traditional that those who 
had lost their usefulness to the group because of their aging 
followed the custom of departing in isolation to their deaths. 
During the Hitler regime the aged in Germany were de- 
stroyed in the crematoriums. Even in our own country there 
is some unwillingness on the part of many families to assume 
the burden and the responsibility of caring for their aged. 
In contrast, there are countries in which the care of the aged 
has not become a public health problem. These are the 
countries which have not become highly industrialized and 
which have not developed large metropolitan areas of crowd- 
ed population. In Spain, in Portugal, and in all countries 
in which the family has not been fragmented and continues 
as a closely knit organization, the aged are cared for in their 
homes. 


(THESE REMARKS do not overlook the necessity for the hos- 
pitalization of those whose aging processes and family cir- 
cumstances permit no alternative. They are intended, how- 
ever, to emphasize the necessity of providing adequate medi- 
cal care. This involves thorough examinations of the pa- 
tients and their families. Such examinations will include 
psychiatric consultation whenever this is necessary. The 
recommendation to request a patient’s admission to a men- 
tal hospital or to a nursing home always remains the respon- 
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sibility of practicing physicians. The pressure on personal 
physicians and mental hospital psychiatrists by families seek- 
ing to rid themselves of their responsibilities toward their 
aged needs to be resisted more vigorously in the future than 
it has in the past. The human tendency to yield too easily 
to the desires of the relatives is not in keeping with good 
standards of medical care. There is urgent need for all 
physicians involved in these situations to be more firm, to 
recognize their professional obligations to each aged person. 
and not to be intimidated by relatives. Both family physi- 
cians and mental hospital psychiatrists are privileged to re- 
fuse to accept patients for medical care. 

If the examination of the patient and the family reveals 
the necessity of requesting the patient’s admission to a men- 
tal hospital. there is always the possibility of accepting the 
patient for a specified period of one or two months. Some 


Age Has Its Virtues 


r IS COMMONPLACE to say that old people are treated 

I with more respect in Europe and Asia than they are 
in America. Surely. the senior citizens of Europe and Asia 
are no better preserved than ours. The obvious, but not 
necessarily correct, explanation is that in America we put 
the accent on youth and thus downgrade our older col- 


of the aged so admitted improve sufficiently to warrant their 
return to their families or their transfer to suitable nurs- 
ing homes. When procedures such as these are pursued in 
each instance, some patients and their families will have 
been provided with protection against permanent hospitali- 
zation. 


THE care of the aged is the responsibility of both the 
families and the communities in which they reside. Mental 
hospital psychiatrists can make a useful contribution by col- 
laborating more closely with family physicians in neighbor- 
ing communities. Inasmuch as the present-day trend in 
psychiatry is toward becoming more useful to the general 
body of medicine, there are many opportunities for psychia- 
trists on the staffs of mental hospitals to provide this assist- 
ance in the care of the aged. 


By DR. WHATSISNAME 


leagues. But there is more to it than that. Here we assume 
that after a man or woman passes a certain age (fill in your 
own figure—say ten years older than you now are) after 
he passes that certain age. his sight is dimmed by cataracts, 
his joints creak with arthritis. his arteries and neuroglia 
develop plaques, hearing fades. and personal interests turn 
to the past. It is taken for granted that he will become for- 
getful. garrulous, and inconsiderate. When you hear that a 
person of that age is making a speech, or taking on a new 
job, you assume that all these changes have taken place. 
You let him know, by gesture or attitude, that you expect 
him to be inadequate. This strips him of self-confidence, 
and takes away his feeling of importance and his feeling of 
usefulness. Deprived of that prop he becomes uncertain and 
then you say. “See, I told you so.” 

Just as beauty is in the eye of the beholder, so this char- 
acterization of the senile is in the mind of the observer. If a 
man of fifty can’t recall a name, that’s a trivial lapse. But 
if it happens to a man of seventy, that proves he’s a dotard. 
When a man of fifty needs bifocals, it’s a subject for good- 
natured jesting. But presbyopia in the 70-year old is proof 
of senility. 

Maybe if we assumed that the seventy-year-old man was 
a shrewdie (a “smart cookie”). he too would feel more 
confident and acquire some of the status that clothes him in 
Europe and Asia. We might even agree with Plato who 
once said, “It gives me great pleasure to converse with the 
aged. They have been over the road all of us must travel. 
They know where it is level, and where it is rough, and 
where it will lead.” And we might remember too, that what 
makes old age sad is not the end of joy, but the beginning 
of despair. It ill behooves us to rob our elders of hope by 
our own defeatist attitude. 
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OF THE PROBLEM... 


HE PROBLEMS OF GERIATRIC PATIENTS straddle medi- 
pn and sociology and it would be unrealistic not to 
expect some overlapping when the care of these people is 
under discussion. The difficulty is not so much that of du- 
plication of services as of paucity of existing facilities and 
uncertainty as to who specifically is responsible for what 
kind of individual. The dilemma can be resolved only by a 
close examination of the scope of the problem, including the 
economic and social factors as well as the medical ones. 
Social attitudes are important because they vary from one 
country to another and indeed from one part of this country 
to another, and therefore strongly influence decisions as to 
the permanent or temporary disposition of aging people. 
Once the problem has been to some extent isolated. a little 
duplication of service is not necessarily an evil. For the 
crux of the situation is what type of facility can give the 
best possible care. not to a nameless, faceless “elder citizen” 
but to Grandpa Jones, about whom a remnant of the dignity 
of his recent adulthood and social responsibility still clings. 


Social Problems 


The usual pattern in this country seems to be for elderly 
patients, showing symptoms of de'usional thinking, distor- 
tion of reality, or paranoid thinking. to come into a mental 
hospital and remain there until they die. This is apparently 
for two reasons: either there is nobody available to care for 
them, or their families are already exhausted, both finan- 
cially and emotionally. so that commitment to the mental 
hospital has been tried as the last possible resort. Some ex- 
perience indicates that many patients admitted to the hos- 
pital for senile psychoses have themselves had a poor eco- 
nomic and social background. One Kentucky study un- 
covered a surprising number of histories of alcoholism. re- 
current jail sentences, multiple divorces, poor job histories, 
or previous hospitalizations for mental illness, but this seems 
to be the exception rather than the rule. While lack of a 
suitable family situation might well bear some relationship 
to a generally unsuitable or unfit social background. more 
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often the family problem seems to be that the relatives are 
well-intentioned but have had no help or support from any 
community or medical agency to assist them in taking the 
responsibility for the elderly members of their families. 
Mental hospitalization in such cases might be considered as 
much a pathology of the social situation as of psychopatho- 
logical factors in the elderly patient himself or in the family. 


Cultural Differences 


Obviously, then, the ultimate disposition of the individual 
patient will be determined to a large extent by the attitude of 
his home community. Provisions in various parts of the 
country show a pattern reflective of the society which the 
facilities serve. Some ethnic and national groups, for in- 
stance, have a remarkably permissive attitude toward their 
senile old people. One front door is like another, and so 
the old man wanders around the neighborhood with no re- 
strictions placed on his activity. If he gets hungry and 
walks in the wrong door, the family knows where he belongs 
and he is taken home. If he should stray beyond his own 
neighborhood, the police will return him to his family a num- 
ber of times unless it is apparent that he is beyond reason- 
able control, in which case they may refer him to a state or 
perhaps a city hospital. In other parts of the U. S.. how- 
ever, it will be found that old people are rather promptly 
institutionalized at the first sign of aberration. Statistics 
show considerable variation between states in the number of 
such admissions, bearing out this observation. 

A basic cultural difference will be found between rural 
and urban areas. This difference is probably based on very 
practical considerations, particularly in relation to the men- 
tal defective. whether he is old or young. This particular 
problem becomes more acute. however, with the onset of old 
age and loss of family. But the length of time which an 
urban or suburban home can maintain a confused elderly 
person, be he senile, psychotic, or mentally defective, is 
materially less than the length of time he can be kept home 
in a rural area, where home and grounds are large enough 
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so that he can be isolated to some extent from other people. 

Curiously enough, however, a Tennessee study shows that 
in a fairly rural, rather unchanging area there is a higher 
admission rate into mental hospitals than in many urban 
areas. This is also true in the rural areas of New Jersey. 
It is not quite clear from information available whether this 
is true of the over-all hospital population or of the over-65 
group only. It may be that the figures have been somewhat 
distorted by the fact that some people in these rural areas 
have a second job in industry during certain seasons of the 
year. This would mean that they could not take care of the 
old folks on the farm, because there’s nobody home most of 
the time. 

But generally speaking. in suburban or urban areas. with 
smaller. more compact homes, there is less chance for the 
family to keep confused old people. Grandma, who might 
well wander harmlessly if she lived in the country. is likely 
to be struck by an automobile if she ambles out into the 
busy city streets. Even if she doesn’t hurt herself. the car 
swerves into the path of another to avoid her, and so she 
becomes a public hazard. 


Results of Retirement 


Many of the problems of old age which lead to social and 
often to emotional difficulties can be traced to the fact that 
retirement at 65 is generally arbitrary. In spite of the lip- 
service paid in these days to anticipating and preparing for 
retirement, few people in fact do so. Perhaps women are 
more fortunate in this way than men. They retire from 
their basic job—child rearing—a good deal earlier than 
men retire from their careers, thus having more time to ad- 
just and find other interests. 

Different kinds of people face retirement in different kinds 
of ways. The individual who has never had any satisfaction 
out of his job other than his paycheck—and this is true in 
the great bulk of industrial jobs today—may well find retire- 
ment a blessing and turn happily to gardening, do-it-your- 
self projects, or other hobbies. On the other hand, a man 
whose life-long efforts have been creative and imaginative, 
and who has gotten a great deal of status and consequent 
self-satisfaction out of his job may be totally lost now that 
he is “no longer wanted.” Today a company president. to- 
morrow a man too old for his job—this can be bitter. One 
man, who had been the head of a sizable garment-making 
tactory, realized when he retired that he would have to keep 
busy. So he set up a small workshop with a sewing machine 
in his basement and did alterations and hand-tailoring jobs 
for neighborhood women and their friends. He lost his 
initial somatic complaints and was perfectly happy. This to 
him was not a hobby. It bore a relationship to his basic 
skills and the work was very meaningful to him. It com- 
mended itself to his intelligence far more than any amount 
of aimless handicraft activity, which in fact does not recom- 
mend itself to any intelligent person, even if he is a “senior 
citizen.” It is important even to the elderly to feel that they 
are contributing something meaningful and that they are 
needed and valued. 

The big problem seems to be not so much the length of 
life as how people spend their later years. In the mountains 
of North Carolina, for instance, the men, who are “the most 


skilled loafers in the world,” retire early, go into the moun- 
tains and loaf the rest of their lives away. “They spit good 
and can hit a beetle crawling up a tree at 30 paces!” These 
people adjust comfortably, but there is in our culture a much 
larger group of people who become so involved in their work 
that removal from the job is the end of living. 


Family Patterns 


Despite all the arguments which say relatives should not 
have the task of caring for their elders. the family setting, 
be it rural or urban, rich or poor, remains the, resource of 
choice, if only because the family members themselves have 
honest, genuine feelings of guilt and inadequacy about shift- 
ing their burden to another setting. Too often we hear the 
current myth perpetuated that families are “dumping” their 
elder relatives into the care of the state hospital. There is 
much muttering about “social irresponsibility,” “overpater- 
nalism,” and the rest. And yet much of this so-called dump- 
ing could be stopped by sociological study of the families 
involved, their economic conditions, the place of the oldster 
in the family, whether the home is rural, or urban, and so 
on, 

The general mobility of Americans has served to a large 
degree to loosen the family ties and lead to what Dr. 
Bartemeier has called the fragmentation of the family. This 
is another of the many and complex social reasons why 
families today tend not to keep their old people with them. 
The kids move from the small town to the city and establish 
their families there. Grandpa and Grandma, if they are well- 
to-do, retire to Florida or California, or, if not, stay in their 
own familiar surroundings. So when the time comes that 
only one of them is left, and that one sick and perhaps 
senile, it means a major readjustment for both the survivor 
and his now middle-aged children to open up a place in the 
modern home, which is in different surroundings and has 
been geared to the needs of the rising generation rather than 
to those of the declining years. 


Changing Times 


In every country there is some conflict between these op- 
posite demands, and there has been a tremendous shift in 
our attitude toward older people during the past half cen- 
tury. In every culture aging is considered either good or 
bad—never a neutral process. Before 1900, Americans, like 
Orientals. considered age a good thing. In a rural. family- 
oriented country, the older person had a part to play. He 
was supposed to provide a certain amount of experience and 
wisdom which was very important in organizing the family 
and the family work—in short, Grandpa was a “wise old 
man.” But there has been a tremendous shift in our attitude 
about this during the past half-century. Our culture today 
is oriented not to ancestor-worship, but to the needs and 
demands of youth. And this is one factor leading to the large 
number of patients over 65 in our state mental hospitals. 

Yet even today, an analysis of the elderly patients in 
mental hospitals shows that, despite all the complaining that 
families are deliberately abdicating their responsibilities as 
Grandpa ages, many of our patients have grown old inside 
and not outside the institution. We are to some extent creat- 
ing this problem for ourselves, by our present eagerness to 
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get younger, presumably more treatable patients out of the 
hospital. The remaining increment grow old along with us. 

Of those who are admitted basically because of family 
problems and attitudes, however, a large percentage come 
to the hospital after the families have apparently exhausted 
every possible way of taking care of them. They are finally 
driven to admitting that they are at the end of their endur- 
ance, and feeling very guilty about it, they will attempt to 
commit Grandma. Sometimes the families have had one or 
two nurses around the clock, so that even if quite a large 
charge is made, as in a private psychiatric hospital, bringing 
the patient to the hospital does represent a financial as well 
as emotional saving. In many ways it may be better to get 
these elderly patients in fairly early, while the family is still 
able to take them back again, rather than let them reach the 
end of the line in which case the family treats the psychiatric 
hospital as the very last ditch, and having committed the 
elderly relative. closes ranks and makes provisions for con- 
tinuing life without the patient. 

The fact must be faced that some elderly people do create 
a very genuine problem for their families, either because of 
their own pathology or perhaps because of the pathology of 
the family itself. For many months the family may keep an 
old person who has very definite paranoid ideas and de- 
lusions, and is unable to apprehend reality and deal with it. 
But suddenly something snaps—perhaps it’s the head of the 
household after a tough day—the situation becomes an 
emergency, and they bring the patient to the hospital. Unless 
the family can do this when the need arises, these old people 
will create more people for mental hospitals; they will help 
create sick children or children’s sick children. 


Responsible Families 


But it is not fair to say that the average family is shirking 
its duty by unnecessarily committing elderly relatives. If 
only we could provide services for the family before it be- 
comes financially, socially, or economically drained, the 
transient psychoses of aging could be treated and the family 
could and would take the patient home again. It is impor- 
tant, in such an arrangement, to set up a very definite re- 
admission policy, so that if the acute phase of the problem 
re-appears, the relatives can be assured that they may again 
bring the patient in for treatment or even long-term care. 

There are families, of course, who are afflicted with elderly. 
maladjusted relatives who have been miserable, sour, and 
antisocial all their lives. At 20 they were mean; at 70 they 
are irascible, tyrannical, old people, who cannot keep friends 
and who make their families miserable. There is undoubted- 
ly a group of these older patients who have always had some 
kind of character disorder—passive-aggressive personality or 
life-long hypochondria or simply schizophrenia, who have 
managed to get along up to now. The question is how to 
differentiate between the disposition of people of this kind. 
and of the group of patients who have always been well ad- 
justed and who are simply suffering from old age. The prob- 
lems are dissimilar. 

It is properly a responsibility of medicine, and perhaps to 
some extent specifically or psychological medicine, to deter- 
mine the severity of the problems in the aging patient. To 
what extent, we must discover, has the person’s sense of 
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reality become badly distorted? Does he have hallucinations 
or delusions, paranoid thinking, confusion? Are his inter- 
personal relationships disrupted? Is he isolated, distant from 
other people, having trouble with them? What is the extent 
of his dependency needs, both real and psychological? And 
what is his family situation and financial background, and 
are his relatives equipped to take care of his problems? 


Medical Problems 


Are the psychoses, real or transient, of the aged very dif- 
ferent in fact from those of patients in younger age groups? 
Certainly we see in aged people many of the same syndromes 
seen in the general adult population—the paranoid reactions: 
neurotic reactions; affective reactions; psychosomatic ill- 
nesses, and, even in the 70’s, some syndromes which from 
the clinical point of view, are precisely the same as involu- 
tional syndromes found during the 40’s or 50°s. In fact peo- 
ple in the older age groups appear to be getting syndromes 
which were formerly found only in a middle-aged or even 
younger age group, which argues, perhaps, that these are 
really dynamic psychological defects which have always been 
latent in these patients and are only becoming apparent later 
in life, because of the stress and strain of organic and socio- 
logic factors. 

Many people are now being classified as psychotic who 
actually need nothing more than attention to their physical 
needs, to their food. their cleanliness, and so on. They will 
cause nobody much trouble, and they can be cared for quite 
easily in a facility other than a state hospital. Indeed, hos- 
pitalization in a mental institution may well be detrimental 
rather than beneficial to their welfare. 

The role of the general practitioner. of increasing impor- 
tance in all fields of psychiatry, is perhaps particularly im- 
portant in relation to the aging. A man with 60 or 70 patients 
on his list may feel that he can't possibly spend 15 or 20 
minutes listening to the rather rambling complaints of his 
older patients. Nevertheless, he is the very one who is, or 
should be, responsible for geriatric patients unless they reach 
the point where they become acutely mentally upset and need 
hospitalization. The general practitioner, especially if he has 
some indoctrination into psychiatric principles, can be one 
of the best bulwarks against hospitalization for elderly 
patients. Many of the apparent psychoses found in elderly 
people will be of a transient nature, actually caused by physi- 
cal deficit rather than by functional disorder. The Ameri- 
can Medical Association is taking a tremendous interest in 
this part of the problem, as are the American Dental Associa- 
tion and the American Nursing Home Association. 

The family doctor, if he is alert and interested, can often 
prevent the admission to a mental hospital of a patient who 
does not strictly belong there because he is not really psy- 
chotic in the sense of making gross misinterpretations of 
reality. It can be difficult with the old man, who is, as we 
used to say, “in his dotage” to distinguish whether he is 
truly psychotic or not. However, this may be a needless 
distinction. Certainly any person who wanders out of the 
house undressed, who turns on the gas to cook an ezg and 
an hour later attempts to light it and blows up the kitchen. 
is in need of care. He is dangerous to himself and to others. 
and both he and society need some protection. The law 
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doesn’t say that he has to go to a mental hospital for this 
kind of care and treatment. If, however, he does come in, 
and we are able to treat and improve him, then we may dis- 
charge him to the family, put him on convalescent care or 
into a nursing home. The ongoing supervision of the family 
doctor can assure early admission and treatment, and later 
guard against a recurrence of acute symptoms. 

If the family doctor is to contribute importantly to the 
problem, however. he must have considerable education, 
partly in order to motivate him to be active, and partly to 
reassure him that he can do the job himself, with a little bit 
of knowledge and motivation, with the psychiatrist—hospital 
or private—as a consultant. Lectures in the community, 
work with medical societies, invitations to local physicians 
to visit the psychiatric hospitals. are some of the educa- 
tional means at our disposal. 

Often an elderly patient going to a general hospital for a 
physical illness becomes quite mentally disturbed, and the 
hospital will quickly call the state hospital for help. Again 
education is the answer—this time the education of the in- 
terns and general practitioners in these hospitals about the 
psychiatric aspects of physical illness. In this way, many 
transiently ill patients can be quickly improved and kept 
out of public mental hospitals. 

One important point that must never be overlooked is the 
inherent resiliency of the human personality and its tendency 
to reintegrate after even a quite severe breakdown, or after 
even a long-term break, and in the face of the organic and 
social difficulties the aged encounter. These are the things 
to be considered when the patient is being evaluated for 
possible discharge. It is hardly right to discharge him to, say. 
a custodial-type county home. if he is capable of regenerat- 
ing to the point of being able to contribute something to 
society. even if that something is as small as partial self-care. 
The use of drugs is. of course, of tremendous value with 
such patients. in order to help maintain them in the family 
or community setting. 


Whose Responsibility? 


In view of the complexities of the problem, it is hardly 
surprising that society is uncertain as to whose responsibil- 
ity the aging citizen really is. Some think it is a social re- 
sponsibility and that psychiatry is being grandiose in at- 
tempting to assume it. It should be a lay responsibility, say 
some, a political issue, a community charge. It remains 
clear. however, that the aging process is, in part at least, 
clearly a medical responsibility. 

And the confusions and dementias common, though often 
transient, in old age bring the aging citizen clearly within 
the purview of psychological medicine. And so the role of 
the psychiatric hospital. especially the public psychiatric 
hospital, seems entirely clear: to care for and treat if need 
be: to advise and refer if this is possible; and to educate 
family, physician, and community to the needs of all aging 
citizens. 

There is much evidence to show that the families are more 
inclined to keep an elderly person at home without treat- 
ment than they would be to retain a younger family member 
who was exhibiting symptoms of confusion, paranoia, or de- 
lusions. Yet the area of the greatest paucity in provisions 
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for the aged is in what might be called the “in-between” 
facilities—those between the state mental hospital itself and 
the family which is struggling with the problem. It is curi- 
ous that, in the face of such an obvious need, community 
facilities, which might do so much to help the family with 
its self-imposed task of caring for the elder members, are the 
weakest links in the chain of care available. 


The State Hospital's? 


There is as yet no better place to discharge our responsi- 
bility to the sick aged than the state hospital, and there is 
only one criterion for admission: can the hospital help this 
person who is exhibiting some symptoms of mental dis- 
turbance. regardless of his age? “Dumping”—this recurrent 
word—means in reality that patients are being sent to some 
place where they do not properly belong. Yet lacking proper 
facilities, we are in no position to say they do not belong in 
a public psychiatric hospital. 

Apparently most mental hospital people believe that cer- 
tain kinds of patients do not need the services of a public 
mental hospital, but that the needs can better be met in a 
nursing home, a sheltered workshop. a clinic, or other com- 
munity facility. The onus therefore is squarely on hospital 
psychiatry to set up a proper and reliable screening process 
for admission. Once this is adequate, we can say “This 
patient is not one who will benefit from our available psy- 
chiatric manpower. He is to some extent a social rather than 
a medical responsibility. It is up to you, the community, to 
set up an administrative structure, and to find funds which 
will lead to the development of the type of facility which 
can better meet his needs.” 

If proper custodial care is the main need of certain patients, 
hospital psychiatry still has a clear responsibility to see that 
such facilities are set up properly. Otherwise there is a risk 
that nursing homes, county homes, and so on, may become 
the “asylums” of the future. Not only is it the responsibility 
of the public mental hospital to initiate the establishment of 
community facilities as supportive services on the one hand 
to the family and on the other to the basic psychiatric pro- 
gram, the hospital must also remain active, once they are 
established. as a consultant and helper. In some states, even 
today. a large number of patients have been partially dis- 
charged to county hospitals and homes, but the hospitals 
send out teams of experts—psychiatrists and social workers 
—to evaluate these patients from time to time and to bring 
them back to the parent hospital if need be. 

One of the problems facing mental hospitals today is, as 
we all know, the large increment of elderly patients, who, 
hospital people say, use up available psychiatric time which 
might be better spent on younger more treatable patients. 
The ease of admission in some states undoubtedly aggravates 
the problem, and if such admissions could be cut down by 
a screening process, provided there was an alternative and 
more suitable facility, the general situation would undoubt- 
edly improve. Unless an intensive public education program 
is carried out, however, old people in genuine need of care 
will be refused admission to the state hospitals and simply 
dumped back on their own families, regardless of the family’s 
own psychological and social problems. Nobody’s situation 
will be improved. 
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= STATISTICS ARE available to indicate that the 
proportion of elderly people in our mental hospitals 
is increasing at an alarming rate, we do not vet have the 
facts to show how this problem has come about. Can it be 
attributed to a change in admission policies, to health educa- 
tion, or to a change in social attitude regarding responsibil- 
ity of the young adult for older relatives? Or is it the re- 
sult of an increase in the percentage of elderly people who 
are becoming mentally il!? These are just a few of the pos- 
sible factors to be considered. 

The family, or society, plays an important role in deter- 
mining the existence or non-existence of “mental disease” 
in elderly patients. Some segments of our society are per- 
fectly willing to tolerate the individual who is showing 
changes consistent with the aging process, and will continue 
to make a place for him in the community. Other segments 
are quick to label the older person as mentally ill when the 
first obvious evidence of decline in function appears. 

A patient who is not mentally ill and who cannot benefit 
from the protection or care offered by a mental hospital 
should not be routinely admitted to such an institution. While 
the majority of elderly patients who are brought to mental 
hospitals for admission show various degrees of mental and 
emotional disturbance, many cannot be considered psychotic. 
According to a survey made in 1954, 10 to 75 per cent of 
patients admitted to mental hospitals for the treatment of 
senile psychosis or psychosis with cerebral arteriosclerosis 
were actually not psychotic. Many such patients could, with 
proper attention and supervision, get along in the community. 

Peters and Fox! have explored the problem of what justi- 
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fies an admission to a state hospital, and have pointed out 
that many patients are sent to state hospitals because they 
require nursing care which is not otherwise available to 
them. Sixty-five per cent of the patients admitted to Central 
State Hospital, Kentucky, for the first time, were diagnosed 
as having chronic brain syndromes due to senility or cere- 
bral arteriosclerosis. The authors felt that these patients 
could have been cared for in a separate facility especially 
designed to meet their needs. I do not believe that any kind 
of nursing home will meet the needs of such patients, who 
require the help of persons with specific knowledge, working 
in physical facilities which are specially designed. It is my 
opinion that the psychiatrist, with his basic knowledge of 
medicine, is the professional person best equipped to help 
plan for the care of the aged. The psychiatrist can (and 
should) help to develop in his community facilities which 
incorporate specific features of physical design and are 
staffed by personnel with specific skills that may serve to 
halt or delay the progress of the organic mental illness. 


The Problem of Organic Disease 


The number and severity of the physical diseases that af- 
fect elderly patients constitute serious problems for the 
professional staff of a mental hospital. Many state hospitals 
find that a significant proportion of elderly patients (35 per 
cent in one report') die during the first year of hospitaliza- 
tion. Few mental hospitals are properly designed or ade- 
quately staffed to care for a large number of patients with 
serious physical illnesses. Many mental disturbances, how- 
ever, are associated to some degree with physical illnesses, 
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and psychiatrists differ as to which disorders should be 
classified as primarily medical and which as primarily psy- 
chiatric. State hospitals must meet this problem by setting 
up special units (sometimes called geriatric units or medical 
admission units) which provide space, equipment, and staff 
to treat the physical illnesses, as well as the emotional prob- 
lems that are common to the elderly patient. 


Perceptual Changes 


Among the perceptual facilities which help to maintain 
our contact with reality, hearing and vision are most im- 
portant. One of the subtle but significant changes associated 
with aging is diminution in the ability to see in a poor light 
and to adapt the eyes to darkness. Older persons benefit 
relatively more than younger ones from increased illumina- 
tion, 

Eisdorfer* recently studied the effects of visual and hear- 
ing losses on Rorschach performance in an aged population. 
The results revealed that moderate impairment of vision, 
whether corrected or uncorrected, had no discernible effect 
on the Rorschach response. In contrast, Eisdorfer found that 
impaired hearing was associated with significant differences 
in the Rorschach performance. 

This finding raises the question as to whether the psycho- 
logical changes associated with deafness are attributable 
solely to the increased difficulty in verbal communication, or 
are related to other hearing functions. Ramsdell* has pro- 
vided one way of viewing this problem by dividing hearing 
into three levels: (1) the social level (comprehension of 
language); (2) the signal or warning level (reaction to 
sounds which have the connotation of danger); and (3) the 
background or primitive level. At the third level, the psyche 
does not consciously differentiate the incidental noises which 
are constantly a part of the background. A person with 
normal hearing is often not aware of the sounds of a car 
passing or a typewriter clicking, but these sounds do play 
a role in his feelings and responses. Such background noises 
are a constant bridge with reality. Unfortunately, the per- 
son whose hearing gradually decreases is often unaware that 
he has lost these background sounds. He knows only that 
he has a feeling of loss and a sensation that the world is 
dead. Obviously, this third level of hearing is fundamental 
to psychological adjustment. 

Some degree of hearing loss is a part of the normal aging 
process, and a more serious decrement is not unusual with 
old age. It is important to lessen the psychological effects 
of this problem by every means possible. The use of hear- 
ing aids, when practical, is an important step in the right 
direction. Another method of approach, however, would be 
to increase, rather than decrease, the degree of background 
noises in a geriatric unit. The effort to keep noise at a mini- 
mum, so that the older person can enjoy “peace and quiet,” 
may be the worst possible therapy. 


Changes Within the Central Nervous System 


A number of distinct neuroanatomical changes are usually 
associated with advancing age. While evidence of functional 
deterioration is usually present when any of these changes 
are far advanced. further investigation is required before 
any definite behavioral correlates can be made. 
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Surprisingly little is known about the physiologic changes 
associated with aging of the nervous system. Reaction times 
slow down with advancing years, tendon reflexes are dimin- 
ished or absent, and some degree of sensory loss occurs. 
Obrist* and Busse® have focused attention on brain wave 
changes, which include slowing of the alpha rhythm in nor- 
mally functioning elderly subjects, and an even greater slow- 
ing associated with psychological decline. In addition, a 
peculiar focal disturbance has been found in “normal” sub- 
jects over the age of 60, as well as in subjects suffering from 
organic brain disease. In 80 per cent of the cases these 
dysrhythmias are located in the left temporal area—most 
often in the anterior temporal region. This focal disturbance 
can easily be misinterpreted as evidence of a cerebrovascular 
accident or an expanding lesion. 

Speed of perception and psychomotor skills are the be- 
ginning and end of a process which is fundamental in life 
adaptation. Reaction times are definitely slowed in old age 
—or, more precisely, the time interval between the stimulus 
and the motor response is lengthened. This increase in “re- 
sponse latency” is due to changes within the central nervous 
system rather than in afferent or efferent peripheral nerves. 
Measurement of the speed of simple responses may be useful 
in assaying the mental status of aging individuals. For ex- 
ample, a two-minute speed-of-writing test has been found 
more satisfactory than various combinations of standard 
mental tests in differentiating between senile psychotics and 
normal subjects in the older age group. 


Psychological Changes 


Learning is defined here as the ability of an organism to 
make new and complex changes in behavior as the result of 
practice. The majority of studies that attempt to relate learn- 
ing to age have been carried out with animals rather than 
with human subjects, and these studies indicate that the 
ability to learn declines with age. Apparently this decline 
occurs in human beings too, even though one study® has in- 
dicated that older persons come near the performance of 
younger persons when learning within a familiar context. 
Learning in an unfamiliar context produced a greater dis- 
parity of results which favored youth. 

Memory is usually divided into recent and remote. Eld- 
erly subjects show relatively little decline in recent memory 
for simple material, but have increasing difficulty in memory 
as the material becomes more complex, particularly if it is 
presented in a new and unfamiliar context. The widely held 
belief that elderly people have a very efficient memory for 
past events is, in my opinion, not wholly true. The tendency 
of the older person to make positive statements about the 
details of a past event may be related to his psychological 
needs and not necessarily based on accurate recall. 

Intelligence in elderly subjects is difficult to measure. 
To begin with, there is no universal agreement regarding the 
definition of “intelligence.” If one accepts the usual intelli- 
gence tests as valid measures, it appears that intelligence 
declines with advancing age. Birren’ has demonstrated that 
older persons display greater deficits on tests requiring 
creativity and on tests involving time limits than on tests 
of verbal ability. Intelligence tests, however, are designed in 
such a way that the results may be prejudiced in favor of 
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younger people. Even tests “standardized” on elderly sub- 
jects must be used with caution until further work has been 
done. It appears, however, that highly intelligent persons 
show considerably less decline in over-all ability than those 
with lesser intellectual capacities. 


Treatment 


The psychiatric treatment of elderly persons is complicated 
by a number of factors. 

1. In most psychiatric situations, the patient’s depend- 
ency upon members of the therapeutic team is recognized, 
understood, and properly dealt with. Unfortunately, the 
therapist’s ability to deal with the dependent relationship is 
often altered by the age discrepancy between himself and 
the patient. The physician may be made uncomfortable when 
a patient who is much older than he assumes the dependent 
attitude of a child. This reaction, which is often not con- 
sciously recognized, produces anxiety in the therapist, whose 
defense may be withdrawal from the elderly patient. 

2. The physician and all members of the health team 
carry with them into the therapeutic situation predeter- 
mined attitudes and reactions. A physician who has never 
felt comfortable in his relationships with his parents is 
headed for difficulty when he tries to work with elderly 
patients. 

3. All of us have an instinctive fear of physical and 
mental decline. When the physician observes a patient de- 
teriorating despite his best efforts, he is reminded that he 
too is vulnerable and will inevitably face the changes of the 
aging process and death. 

4. Because elderly patients usually present chronic physi- 
cal complaints and psychological problems which are based 
to a large degree on their life situation, the psychiatrist may 
have a feeling of helplessness. It is true that the physician 
cannot reverse the physical changes and cannot restore the 
patient to socio-economic security, but he can offer a specific 
type of relationship which in part meets the dependency of 
such an elderly patient. By providing a basic type of se- 
curity, the physician can encourage the patient to venture 
into new areas in the hope of finding ways to restore his 
self-esteem. 

5. Older patients are resented by some nurses and some 
psychiatrists because their verbosity wastes a considerable 
amount of time. Health personnel must be tolerant of the 
older patient’s failures in memory, judgment, orientation, 
physical strength, and coordination. It is often possible, 
however, by both actions and words, to make a patient un- 
derstand that there are limits of tolerance. 

Until recent years little attention was given to providing 
psychiatric treatment specifically designed for the aged per- 
son. The whole explanation for this relative lack of progress 
is not clear, but several factors can be cited. One is the at- 
titude of our culture, which glorifies youth and material 
achievement. Only within recent years, since medical prog- 
ress has made it possible for a significant proportion of our 
population to achieve advanced age, has there been an “eco- 
nomic reason” for spending much time and effort on old 
people. Now our society is becoming conscious of the eco- 
nomic, political, and social implications of our aging popu- 
lation, and as a result some well-designed and well-motivated 


plans are being made to explore ways of providing better 
health and life for older people. 

Another factor contributing to psychiatry’s lack of inter- 
est in the problems of aging has been the influence of Freud, 
who felt that psychoanalysis offered little help to older peo- 
ple. Some psychiatrists are still reluctant to put a great deal 
of effort into the treatment of patients whose normal life 
expectancy is short, since they would have only a brief peri- 
od in which to enjoy their improved emotional and mental 
status. 

Because of the factors I have cited, it is understandable 
that early psychotherapeutic techniques geared for older peo- 
ple were not worked out on a scientific basis, but were large- 
ly inspirational. A number of psychiatrists—among them 
Hollander, Goldfarb, Grotjahn, and Alexander—have at- 
tempted to modify psychoanalytic techniques and apply them 
to elderly patients. All have kept in mind the limitations 
imposed by the life situation of the older patient. Because 
of these limitations, the patient often employs psychological 
defense mechanisms to maintain his self-esteem. If these de- 
fenses are disturbed, intentionally or otherwise, the elderly 
patient may be unable to develop substitutes or find other 
ways of restoring his self-respect. 

Psychiatric treatment of elderly patients must be planned 
and carried out with a specific goal in mind. The radical 
personality change which is often the aim of standard psy- 
choanalytic techniques will seldom be attempted by the wise 
psychiatrist treating an older patient. Rather, his goal will 
be to give relief from specific problems which can be allevi- 
ated in spite of the hindrances that exist. 
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Stelazine 


brand of trifluoperazine 


to help you reach 


the chronic psychotic 


Because of its clinically demonstrated effectiveness in the 
treatment of chronic psychotics, ‘Stelazine’ therapy 
should be tried for such patients, no matter how dis- 
couraging the results of previous therapies may have been. 


an awakening effect 


Allen! reports that ‘Stelazine’ had an awakening effect on 
chronic patients “who had previously been lacking am- 
bition, initiative, or interest in their surroundings.” 


delusional and hallucinatory trends alleviated 


‘Stelazine’ also “alleviated delusional and hallucinatory 
trends and facilitated communication and psychotherapy. 
... To appreciate the significance of this progress, it must 
be remembered that these patients had spent years on 
closed wards, beyond the reach of any available form 
of therapy.” 


1. Allen, V.S.: Trifluoperazine in the Treatment of Drug-Resistant Schizo- 
phrenics, J. Clin. & Exper. Psychopath. 20:247 (Sept.) 1959. 
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HOSPITAL CARE 


pr THE CURRENT emphasis on preventive and com- 
munity measures, the hospitalized geriatric patient is 
in grave danger of becoming the ugly duckling of psychiatry; 
unwanted where he is and unwelcome anywhere else. He is 
an admitted responsibility, but a responsibility that everyone 
wishes someone else would accept. The community wants 
him to stay in the hospital, the hospital thinks he should be 
in a nursing home, the nursing home operator is reluctant 
to receive him, and his relatives are so confused and so ex- 
hausted that they really don’t know where he should be— 
only hope that they can get help for him someplace. 

Even in conferences or study groups assembled especially 
for the consideration of the geriatric patient, we find atten- 
tion focused primarily on how to keep him out of the hos- 
pital or, failing that, how to get him back into the com- 
munity as soon as possible after hospitalization. This. of 
course, is as it should be, and the efforts in this direction 
are paying dividends in reduced patient loads. However, 
there remains a large group of hospitalized geriatric patients, 
the bulk of whom have either grown old in the hospital or 
were admitted at an advanced age, and the prospects of their 
restoration or rehabilitation are extremely questionable. 


Who Cares? 


Of all the disciplines working in the geriatric field, only 
one, the nursing service, seems consistently concerned with 
the hospital aspect. The realistic nurse-supervisor points out 
that the problem is here and now; the patients are in our 
public mental hospitals (over 150,000 of them according to 
a recent A.P.A. statistical study), and the prime need is for 
practical contributions to the immediate problem of their 
care. 

This is not to say that the other disciplines are indifferent 
to the hospitalized geriatric—only that they tend to view the 
hospital as an interim facility, part of the total rehabilita- 
tive process, and not as an entity in itself. Their most con- 
sistent in-hospital efforts are thus concentrated on those 
patients whom they expect to be short-term or at least non- 
custodial residents of the institution. Their programs are 
structured mainly around this type of patient. and their re- 
search, if any, is directed toward prevention and cure rather 
than toward the improvement of sustained care. The char- 
acter of their specialties and of their training inclines them 
toward the patient outside the hospital, or at least toward 
those moving in that direction. 
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There are, of course, many staff people who share in ful- 
filling the physical or psychological needs of the hospital 
population. The dietitians, housekeepers, maintenance peo- 
ple—all of these contribute to the over-all comfort of patients 
and staff. The business manager concerns himself with the 
geriatric patient, just as he does with all other patients, in 
the performance of his administrative duties. Many others 
touch briefly on the life of the hospitalized patient and some 
of them leave lasting impressions in the process. Social 
workers, recreational and occupational therapists, chaplains 
—all are involved in the geriatric treatment program in the 
mental hospital. But here again the primary emphasis is not 
on the period of hospitalization. Social service devotes the 
major portion of its time to work with families as a preven- 
tive measure or as a part of post-hospital planning: occupa- 
tional therapy concentrates on teaching or rehabilitating 
skills leading toward employment in the community; recre- 
ation is structured toward resocialization and physical fit- 
ness in anticipation of discharge. 

In the case of the superintendent, usually a psychiatrist. 
the issue is clouded by his reluctance to ignore any group 
of psychiatric patients. However, there is some confusion. 
even within the profession, as to the distinction between 
the psychotic geriatric, who is admittedly within the province 
of psychiatry, and the non-psychotic older patient, who is 
sometimes in the hospital only because there is no place else 
for him to go. Staff psychiatrists, particularly those still in 
resident status, are reluctant to dissipate available treatment 
time among this group of patients. Physicians are so few 
in number and the demands upon their time so great that 
it seems positively wasteful for them to spend any of it with 
a patient who does not have at least the potential for im- 
provement. Thus, their therapeutic efforts with geriatrics 
are generally confined to the oldster who is on his way in or 
out of the hospital or to the questionable 15 per cent of long- 
term geriatric patients who may conceivably be expected to 
be rehabilitated. 


Aides and Attendants 


The nursing service, on the other hand, by tradition, by 
education, and by the very nature of its function, finds itself 
more closely allied to the resident patient, the one who re- 
quires the most nursing care. And within the nursing serv- 
ice the bulk of this care falls to the aides and attendants who 
work under the supervision of registered nurses. 
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It remains for them to care for the geriatric patient 24 
hours a day, as long as he is in the hospital—perhaps for 
the rest of his life. So it is not surprising that most of the 
improvements in the custodial care of these people have 
been either initiated or instigated by the nursing service. 


The Hospitalized Geriatric 


Who, then, are these patients—these geriatrics—who are 
crowding our institutions and taking up beds which could 
be used for intensive treatment of younger, rehabilitable 
patients? They are, first of all, individual human beings: 
advanced in years, true; troublesome, perhaps, and difficult 
to care for; but each and every one of them is an in- 
dividual human being and entitled to the human dignity that 
is man’s right. Some of them, a pitifully small percentage, 
are in the hospital because of an acute psychotic or emo- 
tional episode and may be expected to respond to treatment 
and return to their families or to someone else in their own 
community. Another few will be moved out to nursing homes 
or other such facilities as they become available. A certain 
number of them will die each year from physical causes and 
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thus release that many beds. An undetermined number are 
mentally retarded, and so are in our “schools” instead of in 
our hospitals. But an overwhelming percentage of this grow- 
ing legion are grandmas and grandpas, uncles, aunts, cousins, 
mothers and fathers, psychotic or non-psychotic, who are 
unable to care for themselves and who need constant and 
continuing attention. The question of whether or not these 
people belong in our mental hospitals is academic. They are 
already in our hospitals and for most of them there is no 
place else to go. 

And so the problem becomes one of how best to care for 


these pcople. Who should take care of them? What can be 
done to make their remaining years happier and more com- 
fortable? And many things are being done. In the primary 
areas of shelter, food, and clothing, much attention is be- 
ing given to the particular needs of the older patient. 

New buildings are being constructed with his physical 
limitations in mind. Many of these are one-story units with 
easy outside access so grandpa can go outdoors without help 
and putter around in the garden or flower-bed which has 
been put there especially for him. Taller buildings have ele- 
vators, ramps, hand rails, all installed to help the oldster 
help himself and thus retain some of the basic ‘self-reliance 
so important to him. Older buildings are being modified for 
his use—necessary steps made low and wide for slow and 
easy passage, slippery floors eliminated, ramps installed for 
wheelchairs, bathtubs substituted for showers, heating plants 
stepped up to give his quarters the extra warmth his old 
body needs. Most important, the geriatric has at last be- 
come a factor in the planning of new buildings. No longer 
must he be the one always to adjust to areas planned for 
other categories of treatable patients. Construction details 
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are now being tailored to his situation and even to his pleas- 
ure. This does not mean, of course, that suddenly all of our 
geriatric patients are living in ideal surroundings and en- 
joying luxurious comfort. Many of them, too many, are 
still sitting in rocking chairs on cold back-wards waiting to 
die. But their number grows smaller all the time and a 
good many people are thinking about them—this is a step 
in the right direction. There is even one school of thought 
which holds that we are making our hospitals so nice and 
so comfortable that there is no incentive for the old person 
to go home! 
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In the area of dietetics the oldster is also beginning to 
come into his own. Dietitians in mental hospitals are plan- 
ning and preparing food which he is able to eat and as- 
similate, and which at the same time appeals to his sight 
and his taste. Not too long ago a mental hospital superin- 
tendent went into a general hospital to see a patient who had 
psychiatric problems. Arriving at lunch time, the psychiatrist 
commented to the patient on the fine looking meal on his 
tray—pork chop and vegetables all tastefully and attrac- 
tively prepared—and compared the individualized service 
with that of his larger, more institutionalized mental hos- 
pital. The patient agreed that it was a good looking meal 
and added, “Boy, look at that pork chop! Sure would taste 
good if I only had some teeth!” In hospitals with large 
geriatric populations this sort of thing is being taken into 
consideration. Roast beef is crushed for dentureless patients ; 
equally nutritious but less troublesome foodstuffs are being 
substituted for coleslaw and raw celery; jello and puddings, 
soft and palatable, are appearing on dessert lists. Smaller 
and more frequent meals and snacks are becoming routine 
for the older patients whose stomachs (and eyes) are ap- 
palled at the appearance of three field-hand type meals a 
day. And food is being served in attractive, cheerful dining 
rooms with small tables where several grandpas, and some- 
times several grandmas too, can sit and enjoy their food at 
their leisure and socialize a bit in the process. 

As to the question of clothing, the other basic necessity 
of living, here too improvements are beginning to favor the 
geriatric patient. We are well past the era where he had no 
clothes at all because he couldn't or wouldn't take care of 
them, and are moving toward the ideal situation where each 
man has his own wardrobe and it isn’t at all like Uncle 
Willie’s in the next individual closet. Neither does it have 
a large number printed conspicuously in red across its back. 
Rips and tears, if any, are neatly repaired, and it’s always 
kept clean. And, most important, it’s his! He’s being al- 
lowed to keep any of his own clothing which he brings to 
the hospital, and he’s being supplied with non-uniform, de- 
cent, warm, comfortable garments in his own size and often 
in his own choice of color. The people who design his 
clothes and the people who take care of them are concerned 
about him as an individual, and he’s a happier man for it. 


The Caretakers 


And what kind of people are these caretakers; these 
nurses and doctors, these aides and orderlies and attendants, 
these volunteers, these maintenance men and housekeepers 
and dietitians, these social workers and occupational and 
recreational therapists, and the chaplains and the business 
managers and the many others who are taking care of the 
old people in our mental hospitals and our schools for the 
retarded? What kind of people should they be? And what 
kind of training do they need? 

There is a great deal of correlation between what kind 
of people they should be and what kind of people most of 
them are. The great majority of them are working with 
geriatric patients because they want to; because they have 
a “feel” for old people, and because their native talents lie 
in this direction, and they do best with this kind of patient. 
This is particularly true of the aides and attendants who 
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actually “live” on the wards with the patients. Professional 
opinion is divided on exactly what sort of training is neces- 
sary for these people, but agreement is almost unanimous 
that they must first of all have this intangible quality of 
“feel.” Without it, no amount of training will enable them 
to be successful in interpersonal relations with elderly peo- 
ple. 


Youth and Age 


There is one school of thought which holds that younger 
attendants do better with geriatric patients than do those 
whose age more closely parallels that of their charges. This 
is explained on the basis that the younger person is not so 
immediately threatened by the ills of age as the one who is 
closer to them. A contrary theory is that people over 60 
have more of a need to give service, and give it most freely 
to those in their own age group because the identification 
process is thus accelerated. There is some question as to 
whether the attendants on segregated wards should be of 
the same sex as the patients. Certainly it has been demon- 
strated over and over again that the old boys on the geriatric 
service do perk up generally when the attractive female 
nurse, aide, or volunteer begins to frequent their area. How- 
ever, there is not much evidence as to the other side of the 
coin, since not many males are assigned to the female serv- 
ices. The old ladies do twitter a bit over the nice looking 
young doctors who drop in on them occasionally, but as a 
general rule their male contacts are infrequent, although 
some hospitals have found it desirable to mix the sexes, at 
least in dayrooms and eating areas. 


Education and Training 


There is very little specialized training going on for work 
in the field of geriatrics. Doctors and nurses, of course, re- 
ceive some experience along these lines during the period 
of their regular training. So do social workers and the vari- 
ous activity therapists. But geriatrics as a specialty is gen- 
erally unpopular. 

Educators complain that it is difficult, if not impossible, 
to motivate students at any level to devote their attention to 
the geriatric patient. This is a “lost cause.” and the neo- 
phyte with a burning zeal to “cure” the sick is hard to per- 
suade that there is any merit in it. Oddly enough, this 
seems to be peculiar to the psychiatric field. No doctor or 
nurse will shy away from or refuse to treat a terminal can- 
cer case, for instance. All of the medical skills are brought 
into play to make his last days on earth as comfortable as 
possible. The hopeless surgical patient is not left to sit out 
his life in a corner, unkempt, unbefriended, and comfortless. 
Instead he is surrounded by solicitous care and everything 
is done to make him feel that the whole hospital team is 
working for him. Only the old mental patient has been 
cast aside to fumble his way about and be as little trouble 
as possible. 

Fortunately. this too is changing, and the activities thera- 
pists are in the vanguard of those who are seeking new and 
improved ways of making the geriatric patient’s days differ- 
ent one from the other. For instance, educational therapy 
is being attempted with the over-60 age group in some insti- 
tutions. Some of the older men in one state hospital were 
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being paid small amounts every two weeks tu clean their 
own trays, sweep their quarters, press their clothing, etc. 
But it was discovered that many of them could neither read 
nor write and so could not sign their pay vouchers. Accord- 
ingly, courses were set up to teach primary reading and 
writing, and the men progressed at such a rate that they sur- 
prised their teachers. One man of 67 was able to write his 
own name for the first time in his life! Certainly Grandma 
Moses had nothing on him at that moment. Other educa- 
tional projects include arts and crafts which are tailored 
to suit the needs of the older patient who has worked with 
his hands all his life but who has lost the physical capacity 
for hard labor. Still others combine education and pleasure 
through the simple process of resocialization. An outstand- 
ing example of this is the Remotivation technique which is 
carried on by aides and orderlies and which encourages the 
patients to converse about a central theme or object. 

But this is about the extent of “treatment,” if it may be 
called such, which has been found to be effective with the 
geriatric. There is very little evidence that the ataractic 
drugs do anything more than quiet the “head-bangers” or 
generally calm the oldster who becomes acutely disturbed 
for a short period of time. As far as can be determined 
they are not being used to any great extent with this par- 
ticular age group. 

And so we come back again to custodial care, and to the 
nurses and aides and attendants. And we find that in the 
latter two groups very little professional training is neces- 
sary. A general orientation period is the rule, with particu- 
lar attention given to the physical basics—feeding, skin care, 
elimination—and with special emphasis on telling the aides 
or attendants WHY certain things are more necessary with 
this group than with any other. Why the old person needs a 
warm bath at night rather than a quick run through the 
shower. Why he may have known where the bathroom was 
yesterday but has no idea where it is today. Why it is so 
important for him to see his family if they come visiting, 
even if it means breaking his routine. Given a person with 
a certain feeling about people, one who likes old people and 
wants to work with them, and a few basic points of informa- 
tion, you will have an attendant who will take the best care 
of these people and to whom they will best respond. 


Good Common Sense 


As an example of this, one superintendent tells of an elder- 
ly female attendant in his hospital who worked on a ward 
full of untidy patients. She knew nothing at all about the 
dynamics of untidiness, and cared less, but her constant, 
“That’s just not proper—when you have to go to the bath- 
room, you go to the bathroom,” did more to encourage the 
patients to be tidy than all of the understanding of symbolic 
communication and the therapeutic interrelationships cre- 
ated by the more learned people on her ward. 

Probably the single most important factor in the hospital 
care of the aged is flexibility—flexibility in routine, for in- 
stance. A good many people have discovered that there is no 
need for these old people to rise and shine at 6 a.m. just be- 
cause it’s more convenient for the staff to have them get up 
at that time. By the same token, they need not all go to bed 
at the same time. Many of them enjoy television and the 


programs they seem to like best often come on after the 
rigid retiring time set for the ward. It may be a little more 
troublesome for the personnel to have some of the patients 
stay up a little later, but it’s worth it if it makes things more 
pleasant for grandpa and grandma and gives them some- 
thing to look forward to next week, same time, same station. 

Staff flexibility is also vital. Perhaps in no other area of 
the hospital is interchangeability of roles so marked. There 
is no room here for the philosophy that “if there is no nurse 
to give the baby his bottle the respectable thing to do is let 
the baby starve.” Ward personnel do O.T., nurses do social 
work, social workers participate in recreational therapy, 
everybody doubles in brass when specialists are unavailable 
or in short supply, which is almost always. One superinten- 
dent, a self-announced atheist, even conducted the Easter 
service when the chaplain failed to show up. “When I was 
uncertain what to do, I just had them sing another hymn,” 


he said. 


Individual Humanism 


And this is probably the keynote of hospital care for the 
geriatric patient. Those who are caring for them are doing 
a good job; they are bending all their combined efforts to 
the comfort and pleasure of these old people; and they are 
treating them as individual human beings. It may not be 
technically “therapeutic,” but it’s humanistic and that seems 
to be the answer. 
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Discharge 


Procedures and 
EXTRAMURAL PLANNING 


—— PLANNING for the discharge of a geriatric 
patient from the public mental hospital begins before 
admission. If this planning is completely successful, the 
question of “discharge” never comes up, for the patient is 
never admitted. Other facilities and programs in the com- 
munity care for him so successfully that. for many, the ques- 
tion of hospitalization never arises. Or, just prior to his 
admission—following the family’s initial contacts with the 
hospital or his commitment to it—alternatives to state hos- 
pitalization are worked out between the family, the hos- 
pital, and other public and social agencies interested in the 
patient. 

If state hospitalization is clearly indicated, however, the 
admissions policy of the hospital should be geared to involve 
the family in planning for discharge right at the outset. 
This can be done in several ways. The social worker may 
go into the patient’s home while he is awaiting admission, 
and discuss hospital plans and policies. Or, following the 
first interview with the social worker and the first psychi- 
atric evaluation of the patient at the hospital, the social 
worker may ask the family what plans they have made for 
the patient following his discharge—at the same time offer- 
ing help in making these plans. Or the family may be told. 
if it is appropriate, that although their relative needs hos- 
pitalization now, the hospital will begin, with the family, to 
anticipate and start planning for his discharge following the 
acute phase of his illness. 

The idea that hospitalization will be short and that post- 
hospitalization plans should be considered may be suggested 
in other ways: by telling the family not to bring very much 
clothing, or by suggesting that perhaps in a month or six 
weeks the patient will be ready to go out to dinner or to 
come home for a weekend. 

These initial suggestions to the family can be reinforced 
hy other aspects of the hospital’s policy. Thus the hospital, 
by having open wards, open grounds, and lenient visiting 
hours, encourages the family’s continuing interest in the 
patient. 


Many times, of course, a family doesn’t enter the picture 
at all, for state hospitals house a disproportionate share of 
the single, divorced, and widowed. Frequently, too, an 
elderly person is hospitalized just because he has outlived his 
immediate family, kin, and close friends. 


Planning for Discharge Within the Hospital 


While the goals of treatment within the hospital vary with 
the individual patient’s needs and capabilities, it is empha- 
sized that frequently discharge from the hospital is not so 
much a medical matter as a social one. If old Mr. White 
from Clay County gets it into his head, once in a while, that 
Grandma White is calling him, and wanders around the 
grounds looking for her, this may prevent him from being 
discharged to his son’s home, which fronts U. S. 40. If his 
son still lived on the old family farm, Mr. White could 
probably be discharged after the acute phase of his illness 
subsided and he was well-established on a sustaining dose of 
one of the newer drugs. Mild psychotic symptomatology is 
not by itself considered indicative of the need for continued 
hospitalization. One patient, for example, was motivated to 
leave the hospital when it was pointed out to him by a 
former patient that he wouldn’t need to keep on eating poi- 
soned eggs—after discharge he could buy his own. In some 
cultures mildly psychotic people are met with frequently. 
well accepted, and, as a matter of fact. considered normal. 

What, then, are the criteria for discharge? Frequently 
they can be defined in terms of the management aspects of 
the geriatric patient's life. If he is up and around, able to 
dress himself and feed himself, has no restlessness at night, 
has shown no disturbance as far as being cared for during 
the day, is able to go outside without getting lost, knows 
when to go to the toilet and where the toilet is, at least a 
few hospitals feel he is no longer a psychiatric problem. 

Gearing the hospital’s program more deliberately toward 
discharge may be as simple a matter as forming a pre- 
discharge discussion group; or it may mean as elaborate a 
program as that reported by one Veterans Administration 


27 


| 
“ ¥ 


| 
j 
te 
i 
* 
= 


hospital. This involved setting up a foster home cottage on 
the grounds of the hospital, in which long-hospitalized pa- 
tients were placed under the care of a foster couple. A bath- 
tub was installed, since some of the patients would be mov- 
ing into homes without showers; each patient had his own 
little room. The foster cottage was set up in such a way 
that the patients would have to help prepare and serve their 
own meals. A list of 90 different things that an individual 
might do around the house was worked out, and the foster- 
cottage patient taught how to do them. These included such 
things as fixing an electric plug, caring for house plants, 
frying an egg, pressing a pair of pants, etc. Thirty-seven 
patients, hospitalized an average of 10 to 15 years, have 
been discharged—only two have returned to the hospital. 
Between the fairly. simple technique of the remotivation 
group and the elaborate foster-cottage plan, are a number of 


devices that have proved useful in facilitating discharge. It 
is thought, for example, that it is valuable to have one per- 
son carrying through on the geriatric patient from the be- 
ginning—one social worker, or better still a doctor—whom 
the family would get to know and like and trust. Such a 
person, who knows both the patient and his family well, is 
most likely to work out a plan that meets the needs of all 
the persons involved. 


Special Assignment 


Frequently, discharge responsibilities are assigned to a 
particular staff person: one social worker may be assigned 
to do nothing but investigate possibilities for foster homes. 
In one state, a doctor was given the designation of “Going 
Home Doctor.” With a psychiatric nurse and two other 
assistants, he was able, within a fairly brief period of time, 
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to move a substantial number of long-term patients into 
nursing homes, where their costs were paid by a special 
state appropriation. 

It has been noted time and time again that whenever any- 
thing approaching “total treatment” is given patients—even 
geriatric patients—wonderful things happen. In one state, 
171 older patients were moved in 18 months. In another 
state, 30 back-ward patients were transferred to another hos- 
pital, and there cared for by a group of attendants who re- 
fused to accept the realities of chronic schizophrenia: in 
three years 25 of these patients were discharged. In the 
same state, psychiatric students, hired for the summer, were 
responsible for the discharge of several hundred patients. 

A third state, noting that admissions of the over-65 age 
group had increased from 17 per cent to 30 per cent of first 
admissions, instituted a three-pronged approach which 
succeeded in keeping patients out of the hospital. Many 
admissions were reversed by arranging with the family to 
have the patient cared for elsewhere, with the hospital stand- 
ing by in case these new arrangements didn’t work out. Lo- 
cal agencies were contacted; county grants to some patients 
made it possible to place them in nursing homes. Most pa- 
tients were placed in county facilities and family-care homes, 
under the auspices of county health services. Within a year, 
the per cent of admissions in the over-65 group was halved. 

As encouraging as these results are, lack of funds makes 
it difficult to sustain special, fruitful experiments, and unless 
firm and continuous efforts are made, patients. both old and 
young, begin to pile up in the hospital. 

Some of these firm and continuous efforts must be expend- 
ed in the follow-up care of discharged patients. Here the 
need for individualization is as important as in the hospital. 
Some patients can fend for themselves after being out in 
the community a relatively short time. Others may need a 
year or two of follow-up care. During this follow-up period, 
it is helpful to have patients remain on a “trial visit” or 
“conditional discharge” status. This makes it possible to 
return the patient to the hospital if necessary, and is useful 
in reassuring the patient's family, foster parents, or nursing 
home operator. 


Follow-up Care and Personnel 


While the hospital social service department is useful in 
preparing the patient to return to the community and in 
working from the hospital to find foster homes, etc., the 
hospital cannot be expected to carry the full load of the 
individual returned patient. Not only are hospital staffs too 
small to permit such a vast extension of their area of re- 
sponsibility, but in most cases the patient is literally “‘out 
of reach,” living in his own community, which may be 100 
or 200 miles away. 

All authorities are agreed, however, that some commu- 
nity follow-up is necessary and desirable. Some sense of 
the range of personnel that may be used is evident in the 
words of one authority, who states, “I don’t care whether 
you use county welfare workers, visiting nurses, public 
health nurses, courts, mental health boards, general prac- 
titioners, ministers, or teachers.” From this array of pro- 
fessionally trained persons, however, the general practition- 
ers, the nurses, and the county welfare workers seem to be 


emerging as the “natural” persons, best suited to follow-up 
care. 

In developing these follow-up workers on the local com- 
munity level, the trend seems to be for state hospital per- 
sonnel to act as consultants and instructors, and help orient 
community workers in what is to many of them a new field 
—the care of mentally sick persons. 

For many state hospital personnel, the average medical 
practitioner seems to be the logical community line of de- 
fense. In the first place, most older persons and their fami- 
lies are accustomed to consulting a physician. In the second 
place, hospital doctors are becoming increasingly a part of 
the community, acting as a resource for consultation and 
education to all the agencies in the surrounding counties. 

It is generally agreed, however, that general practitioners 
do need to be educated in the special problems of the elderly 
mentally ill, and to learn more about the resources of the 
community and the techniques of successful referral to a 
social agency. In addition, most general practitioners need 
a specialized facility (perhaps the state hospital) to which 
they can refer for advice, consultation, etc. One state hos- 
pital situated near a large metropolitan area has set up a 
program which brings the general practitioners into the 
hospital to work with geriatric patients a certain number of 
hours per week. This, the director of the program is find- 
ing, is not only bringing good results on the post-hospitali- 
zation end, but, since the general physicians work with geri- 
atric patients in general hospitals and nursing homes, is also 
resulting in decreased admissions to the state hospital. 


Public Health Nurses 


In a number of states efforts to develop personnel quali- 
fied to assist the returned geriatric patients are centered 
around the public health nurse. In some states, the public 
health nurse is moving into the area of social nursing, func- 
tioning as an adjunctive social worker, in that she gives 
support to the families, finds out to which agencies patients 
should be referred, etc. One southern state brings groups 
of about 12 public health nurses into the hospital and gives 
them a week’s orientation course. This includes not only 
lecture activity but demonstrations, ward conferences, and 
studies. The nurses are then sent some data concerning 
the patients returning to their community. In addition, 
through the community services branch of the hospital, 
psychiatric nurses established in three or four districts con- 
tact public health nurses in their areas, teach in some of the 
smaller colleges, and in general do hospital extension work. 


County Welfare Workers 


In a northeastern state, emphasis is placed on inservice 
training of county welfare workers. This program was start- 
ed because the welfare department must provide the probate 
judge with a social history of the patient prior to commit- 
ment hearings, and is charged by law with follow-up re- 
sponsibilities for discharged patients prior to final release 
from conditional discharge status. Counties in this state 
actually send a worker to the hospital, sometimes once a 
week, where she participates in the discharge planning con- 
ference. With the large number of county welfare workers 
involved, many of whom have never worked with the men- 
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but PLEASE NOT PRESCRIBE 


the cautions and provisions for the use of this drug can be 

consistently applied to the management of your patients. 
see We make this request now because our surveys indicate that 

in approximately 50 per cent of patients, prescribed dosage 


of CATRON is higher than recommended or prescriptions are not limited to amounts small enough 
to insure frequent return of the patient for observation. Also, in some instances, therapy was 


unduly prolonged. 


CATRON has displayed outstanding efficacy in depression, angina, and rheumatoid arthritis. But 
because of the nature of MAO inhibitor therapy, your attention is directed to the extensive and 
useful instructions prominently displayed in our literature on CATRON, and repeated below. 


HOW TO USE CATRON: 

CATRON is a monoamine oxidase (MAO) inhibitor 
useful in the treatment of depression and of other 
disorders indicated below. It is recommended for use 
in carefully selected cases and in those patients who 
have not responded to the milder drugs. 


ADMINISTRATION AND DOSAGE: 

Dosage of CATRON must be individualized according 
to each patient’s response. The initial daily dose 
should not exceed 12 mg. and should be reduced as 
soon as the desired clinical effect is obtained. In 
severe depressions some Clinicians desire rapid 
results and begin treatment with 24 mg. daily; this 
dosage should not be continued for more than a few 
days. A single daily dose in the morning is recom- 
mended. A continuous or interrupted schedule may 
be used, the latter during the maintenance period. 


DEPRESSION (Endogenous, Reactive, Postpartum, 
Involutional, and Depression Secondary to Schizo- 
phrenic or Neurotic Reaction): initially, 12 mg. once 
daily for approximately 2 weeks, or less if improve- 
ment appears. Dosage is then reduced to 6 mg. daily. 
As improvement continues, maintenance dosage of 
6 mg. every other day or 3 mg. daily often proves 
satisfactory. An interrupted dose schedule is recom- 
mended for long-term therapy. 


ANGINA PECTORIS: 3 to 6 mg. daily in most cases. 
Relief of pain and elevation of mood may be dra- 
matic. Victims of angina pectoris who respond in 


this manner should be cautioned against overexer- 
tion induced by their sense of well-being. 


RHEUMATOID ARTHRITIS (Adjunctive Therapy—in 
severely disabling forms, particularly when accom- 
panied by depression): 9 to 12 mg. daily for 3 days, 
then 6 mg. daily, reducing further to 3 mg. daily on 
signs of improvement. If a conventional antiarthritic 
agent is used, lower doses of each are indicated. 


CAUTION: 


Certain circumstances should be watched carefully 
when using CATRON. 


DRUG POTENTIATION —The list of drugs which 
CATRON potentiates is not yet complete. Hence, cau- 
tion should be exercised when combining CATRON 
with any other drugs such as tranquilizers, pheno- 
thiazines, the amphetamines, barbiturates, and hypo- 
tensive agents. 


HYPOTENSIVE EFFECT —All normotensive patients 
receiving CATRON, but especially elderly patients, 
should be warned about the possibility of orthostatic 
hypotension during the initial period of higher dos- 
age. In the few instances where this may occur, low- 
ering of the dose will usually permit continuation of 
therapy. 


VISUAL DISTURBANCES-—A reversible red-green 
color defect has been reported in a few patients, 
chiefly hypertensive, on extended therapy with 
CATRON. Discontinue the drug if such changes 
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occur. In a few instances, at unusually high dosage, 
or where the drug was not discontinued following 
color disturbances, diminished visual acuity 
occurred. 


ANIMALS, NEUROLOGIC SIGNS-—In toxicity studies 
with animals a neurologic syndrome has been 
observed, characterized by tremors, muscle rigidity 
and difficulty in locomotion. Animals displaying this 
visible neurologic syndrome after prolonged paren- 
teral administration usually disclosed a neurologic 
lesion at autopsy. In other animals these visible 
neurologic symptoms disappeared following cessa- 
tion of the drug. No lesions were found after oral 
administration. Although extensive clinical experi- 
ence has not shown such reactions to be a problem 
in humans in recommended dosage, should a simi- 
lar neurologic disturbance occur, the possibility of 
drug action should be considered. 


SIDE EFFECTS—Major side effects requiring cessa- 
tion of therapy are infrequent. Other side effects— 
constipation, delay in starting micturition, increased 
sweating, hyperreflexia, ankle edema, blurring of 
vision, dryness of the mouth—are usually readily 
controlled by lowering the dosage. Rash, observed 
in a few patients, cleared up rapidly upon discontin- 
uing therapy. 


WARNING: Although pharmacologic evidence indi- 
cates that CATRON has a selectivity for the brain, 
it, as well as other monoamine oxidase inhibitors, 
may be associated with hepatitis. Because of the 
possibility of this life-threatening hepatitis, the fol- 
lowing recommendations and precautions should be 
observed. If necessary, the patient should be hos- 
pitalized to expedite adherence to this regimen. 


The Following Precautions Are Recommended: 
1. Inall instances daily dose should not exceed 12 mg. 


pheniprazine hydrochloride 


2. Reduce daily dose as soon as response is estab- 
lished, usually in a matter of 1 to 2 weeks. 

3. Do not prescribe to a patient more than sixteen 
6 mg. tablets or thirty-two 3 mg. tablets of CATRON 
at one time. 

4. Patient should return for observation before addi- 
tional CATRON is prescribed. For this reason, pre- 
scriptions for CATRON should be marked “not 
refillable.” 

5. Perform regular liver function tests. 

6. Do not use the drug in patients with a history of 
viral hepatitis or other liver abnormalities. 
SUPPLIED: CATRON is the original brand of pheni- 
prazine hydrochloride. It is supplied in tablets of 
3 mg. and 6 mg., bottles of 50. 
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tally ill, the inservice training requires an enormous amount 
of work. 


Discharge To Patient’s Own Family 


As suggested earlier, discharging an elderly patient to 
his family requires a careful evaluation of the family situa- 
tion, as well as an evaluation of the patient’s physical and 
mental condition. While most families do not “dump” 
patients on the hospital (in many cases having cared for 
the patient beyond the time when they should have said, “I 
give up”) their stated willingness to assume responsibility 
for the patient in their own home does not necessarily mean 
they should do so. 

One family may be sick, and despite all protests of affec- 
tion, can be expected to react with hostility to the patient 
once he is home. A second family may, in general, be quite 
well integrated, but the patient’s attitude toward his son’s 
wife or his daughter's husband may be such that it creates 
severe strain within the family. In a third family a daughter 
who is, on the whole, quite mature, reverts to the frightened 
child role whenever her mother is around. Since personality 
traits tend not so much to change during the aging process 
as to become more prominent, the problems involved in car- 
ing for a cantankerous older person may be more than any 
family should be called upon to bear—particularly when the 
older person’s hostilities are directed toward the young chil- 
dren in the household. 

Many wholesome families are simply not set up in a way 
to make care of an aged person possible. The Levittowns 
of the country, perfectly suited to young and growing fami- 
lies, were not planned with the care of the aged in mind. 
Grandpa’s arrival “home” from the hospital means that the 
two sons of the family take up residence in the unheated, 
unfinished attic; or a teen-age daughter may be asked to 
“share” her room with grandma, who has trouble sleeping 
and wanders a good bit at night. 

One-fifth of all American families move each year, and 
in many homes both the husband and wife are wage earners. 
While a mobile, busy household may be suitable for a 
younger geriatric patient whose mental illness clears up 
after a relatively brief stay in the hospital, it is not set up to 
take proper care of a frail, confused grandmother, or a 
tyrannical, hyperactive progenitor. 

Sometimes the family will be almost too poor to take care 
of the patient at home. If the older person needs special 
foods and medicines, is too young for old age assistance, 
hasn't earned Social Security, and the wage earner is sup- 
porting a family on $300 a month, it may be impossible to 
care for the patient unless supplementary funds are made 
available. This marginal family may be ineligible to re- 
ceive supplementary funds from public agencies. The pa- 
tient could be cared for, however, with state funds either in 
the state hospital or in a boarding or foster home. 

On the other hand, if the social situation is suitable, quite 
sick people may be cared for comfortably at home. A 90- 
year-old man, whose intellectualization and memory are 
going but who likes to putter around a yard, may be happi- 
est and best cared for in his son’s large farm house. 

Ideally, when the geriatric patient is discharged to his 
family, he is not discharged into a situation that will almost 
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certainly lead to his readmission or to unbearable strain 
upon the family. 

Starting with the admission interview, the hospital can 
do a great deal to assure the patient's successful return to 
his family; afterwards, the family may be helped to carry 
their responsibilities with the assistance of the community’s 
resources and specialized personnel. 

Some hospitals have found that the patient’s hospitaliza- 
tion makes it possible for the family to work through their 
feelings about their relative, so that the patient returns to a 
more secure emotional climate. Other authorities have 
found group meetings with the families of great help in 
preparing them for the patient’s return. It is also helpful 
to talk to the patient himself, to ask him what he likes and 
doesn’t like about his home, what his feelings are about his 
children, his in-laws, and his grandchildren. 

Time and time again, the primary importance of having 
the hospital “stand by” the family has been emphasized. 
Assurances are required that the patient can be rehospital- 
ized if necessary, and visits by staff members to the pa- 
tient’s home are helpful. If home placement is to be suc- 
cessful, families must not be permitted to become too ex- 
hausted. too fed-up, too anxious. 

A number of community-based services may be utilized 
to prevent this from happening. Besides the family doctor, 
who should be consulted and contacted prior to the patient’s 
discharge, the visiting nurse or the public health nurse are 
extremely useful. One state, using Federal funds, has de- 
veloped a project in which the public health nurses go into 
the homes of the chronically ill and teach the families how to 
care for their sick members. In the 18 months the project 
has been underway, 500 families have been helped in this 
manner. 

Besides instruction and help in facing and solving spe- 
cific medical or nursing problems, some families need some- 
one who can stay with the older person for a certain number 
of hours each day or each week to give the homemaker an 
opportunity to do her shopping. get her hair done, or simply 
get out of the house. Volunteers or paid helpers may also 
be needed to give the family an opportunity to do things 
together without the constant necessity of having one re- 
sponsible member remain at home to care for the older 
person. 


Factors in Success 


In brief, many factors must be considered if home place- 
ment is to be successful: there must be some chance that the 
patient and the home “fit” together; the patient must be 
prepared to go home and the home must be prepared to re- 
ceive him; the hospital should “stand by” to support the 
home; and the responsible family members should be able 
to get some assistance within the community in caring for 
the patient. 

At the same time, professional persons doing home place- 
ment are warned not to have too high or unrealistic stand- 
ards; they are not, after all, choosing homes for themselves 
—and many environments that would be quite distasteful to 
a professional person are places where a particular patient 
may be comfortable, happy, and well cared for. 

When medical, personal, or social factors make it im- 
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possible for the hospital to discharge a geriatric patient to 
his own home, and he is too sick or too old to be completely 
on his own in the community, what then? Should he re- 
main in the hospital where he is comfortable, or can some 
better way be found to care for him? 


The Case for the Hospital 


One of the axioms of the day is “the patient is better off 
in the community, and the hospital is better off without the 
patient.” A number of thoughtful people, however, can mar- 
shall good reasons for continuing to care for the geriatric 
patient within the hospital. Some are doubtful that good 
care can be produced as efficiently and as economically as it 
can in the hospital. Such persons maintain that “state hos- 
pitals are giving, and have developed care at a very reason- 
able rate . . . I don’t think we’re going to duplicate it.” They 
point out how unrealistic it is to say care in the community 
is cheaper than care in the hospital. While board and room 
charges in the community may be less than per diem costs 
in the hospital, the savings thus incurred are not true sav- 
ings. By the time a patient’s laundry, drugs, medical care, 
and needed personal services are added onto the board and 
room charge, care in the community is more costly in many 
instances than care in the hospital—and perhaps not as 
good. 

Others point out that moving patients out of the hospital 
into the community usually demands special efforts on the 
part of the hospital staff. If the hospital, understaffed al- 
ready, is not given enough additional personnel to make it 
possible to work intensively with all the hospital’s patients, 
wouldn't it be better to work intensively with younger pa- 
tients, with a better prognosis of community adjustment? 
If intensive efforts are devoted to the aging patient, who pre- 
sumably has few years of life left, and the younger patient 
is neglected and hence becomes chronic, the cost to the 
hospital—and to society—is great. 

Even presuming that a hospital administrator has at his 
disposal the means to develop all aspects of the hospital’s 
program. some see in the move toward placing geriatric 
patients in community and county-based boarding and nurs- 
ing homes a return to the discredited days of the county 
asylum, when sick and helpless people were given subsist- 
ence care—and forgotten by the community. They express 
their views by saying that (extramural) placement may 
solve the hospital’s problems (vis-a-vis the patient) but 
won't solve the community’s. 


Extramural Care of Geriatric Patients 


There are some, however, who feel that the general social 
climate has never been more hopeful. They see the latter 
part of the 20th century as an era in which much experi- 
mentation in the care of the mentally ill, old and young, will 
take place—in which our vastly different communities will 
develop unique solutions to now stalemated social and medi- 
cal problems. One such optimist expresses his views by 
saying, “I think actually we're getting something that is 
going to resemble many of the services rendered by institu- 
tions, and something with a lot more freedom and a lot more 
opportunity for some determination as to how, and what, 
and where.” 


As this attitude pertains to the geriatric mental patient, 
these optimists picture extramural care of the geriatric men- 
tal patient as another way of handling that patient’s prob- 
lems, one entirely different from state hospitalization, and 
one that will fulfill society’s responsibilities toward the pa- 
tient. While a lack of careful, long-term, follow-up and 
evaluative studies makes it impossible to state categorically 
that geriatric patients as a whole are better off in extramural 
care, the optimists are personally convinced that most pa- 
tients are better off in some form of extramural care than 
they are in most state hospitals. 

The types of extramural care that might be provided a 
geriatric patient are various—ranging from independent 
living, through family, foster, boarding, and nursing home 
care. In general, foster care is described as being the place- 
ment of a single patient, or perhaps two or three patients 
in a private home. A boarding home is generally described 
as a place where patients receive some supervision, as well 
as board and room, but are expected to be able in general to 
care for their own needs. In a nursing home, medical care 
and nursing care as well as supervision, are provided. 


Foster and Boarding Home Care 


While all extramural care situations provide many of the 
same services to the geriatric patient placed with them, there 
is a great deal of difference between placement in a foster 
home and placement in a nursing home. 

The foster home in many respects is more nearly like the 
patient's own home than a boarding or nursing home; and, 
when the placement is successful, the foster home becomes 
“home” for the patient in a very real sense. 

In the early days of foster care programs, the “homes” 
chosen were generally farm homes, perhaps those in which 
a mature couple had successfully raised a family and needed 
additional interests to fill their lives. In the beginning they 
were contacted one by one by enterprising hospital superin- 
tendents. who had the needs of a particular patient or sev- 
eral patients in mind. Foster couples were given courses 
of instruction and the patient was placed with the expecta- 
tion that he or she would become a member of the family. 
As the foster home was originally conceived, the foster 
couple would not be running a business so much as caring 
for a specific individual. While many foster homes still have 
only one or two patients, it is felt by some that the older 
person is happier when he has more companionship than is 
available in a one-or-two person per home placement. In 
some states and communities, a “foster” home may have up 
to six patients—with the patients presumably benefiting 
from the additional companionship. In at least one state, 
the term “foster home” can include establishments caring 
for ten or twenty patients. In such a situation, it would be 
very difficult to clarify the difference between a foster home 
and a nursing home. 

While most states have community based and organized 
foster home programs for dependent children, the majority 
of foster home programs for discharged mental patients have 
been developed by the state hospital systems. Social workers 
are, in many cases, assigned to the foster care program. 
They develop the foster homes, take pride in making suc- 
cessful placements (in one program only 2 per cent of the 
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patients placed in foster care return to the hospital), and 
frequently make regular follow-up calls on the home. 

Sometimes groups of foster parents are brought into the 
hospital for a rather formal course of instruction, though at 
least one authority believes foster couples function better if 
their course of instruction does not include much psycho- 
pathology. Occasionally groups of foster parents meet with 
the hospital social worker in the community, discussing 
more or less informally various aspects of care. Such a dis- 
cussion group, social workers believe, is useful in lowering 
what may be termed “operational anxiety.” 

Even quite sick, long-hespitalized patients can be placed 
in foster home care, since the closeness of the family group 
is therapeutic if the patient's psychological needs are re- 
spected. Particularly do such homes prove to be a good 
environment in which to reintegrate the elderly, mildly 
psychotic patient who has some ups and downs; the harm- 
less, mentally retarded individual who will never be able to 
live independently; and the long-hospitalized patient. This 
latter point was well illustrated when three old men. each 
hospitalized for 20 years or more, were placed in a foster 
home. In two years these men had become sufficiently adept 
at doing odd jobs to be self-supporting. 


Results of Foster Care 


Few evaluative studies have been done on foster care pro- 
grams. One state, which made a rather careful study of its 
own family care program, found that the presence of a hus- 
band in the foster home was an important factor in pre- 
dicting the success of the home. The same study also re- 
vealed that patients hospitalized for a long time seemed to 
do better in foster care than patients hospitalized for a 
short time. 

All authorities who have studied the question seem to 
agree that the presence of recreational outlets in or near 
the home is very important. Besides a clean, comfortable 
environment and a kind family. the foster care home should. 
if possible, be near a church, park, or theater, have an entreé 
into a golden age club, provide television, etc. 

In short, in selecting foster and boarding homes, it may 
be less wise to focus on relatively materialistic things like 
private bedrooms and bathrooms, than to attempt to pro- 
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vide a social structure in which the patient can really live a 
purposeful life with those capacities that remain accessible 
to him. 


Nursing Homes 


A foster home or a boarding home must meet certain 
standards of physical care and provide for the social and 
psychological needs of the patients placed there. Planning 
for placement takes time, and foster families and boarding 
home operators must have some “know-how” in dealing with 
patients. The establishment of a network of nursing homes 
to receive discharged geriatric patients is an even more 
formal and complex matter. 

In the first place, most states and communities have regu- 
lations concerning the physical facilities of nursing homes. 
Sometimes these are, in the opinion of many authorities, 
quite unrealistic, though all agree good fire regulations are 
needed when the resident patients are helpless. In a few 
states, however, foster and boarding homes are supervised 
as “nursing” homes, thus making it very difficult for a mod- 
est boarding home operator to care for a few ambulant pa- 
tients. Hospital personnel seeking community placement 
opportunities are sometimes rueful about the problem: “If 
we can say that the elderly person is normal for his age, we 
can place up to four (in an unlicensed home) . . . but even 
at that it is difficult to find patients who would really be 
able to care for themselves in a fire.” 

In the second place, many nursing home operators insist 
that they do not accept “mental” patients. This in the face 
of one recent survey which indicates that at least 60 per cent 
of the patients now in nursing homes would in fact be 
eligible for state mental hospital care on the basis of their 
mental condition! 

Thus it is important that qualifications of nursing homes 
be somewhat clarified and standardized according to what 
types of facilities and services are offered the psychiatric 
patient. In addition, nursing home operators need to be 
helped to get over their reluctance to receive discharged 
mental patients, and to be taught how these patients can 
best be cared for. 

Some programs, designed to elicit the nursing home oper- 
ator’s cooperation and increase her skill, have already been 
established. One state hospital system offers a two-week 
training course for nursing home operators, during which 
they are instructed in relationship techniques and given a 
brief account of newer medical methods used to care for 
geriatric psychiatric patients. The need this fills is evident. 
Some observers noted that when discussions concerned the 
role of drugs in the care of patients, all the nursing home 
operators started taking notes furiously, because their at- 
tending physicians had never heard of this kind of treat- 
ment. 

Other types of help may be welcomed by the nursing home 
operator. One state hospital offers psychiatric consultation 
to the homes. After the operator asks for help, consulta- 
tive services are given without charge on a once-every-two- 
weeks or once-a-month basis. In another state, psychiatric 
nurses are available to help the operator solve her occa- 
sionally complex nursing problems. In a third state, the 
Mental Health Association has organized a volunteer group 
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to work in nursing homes following an orientation course 
provided by the state hospitals. 

In any discussion of the placement of geriatric psychi- 
atric patients in nursing homes, as in all extramural place- 

ments, it is important to emphasize the necessity of having 
a the state hospital standing by, ready to re-hospitalize the 
patient if necessary. 

Sometimes these efforts to make the nursing home opera- 
tor a member of the mental health team are almost too suc- 
cessful. One community now complains that there are too 
few beds available in local nursing homes for persons ad- 


mitted directly from the community. Many homes are 
filled to capacity with discharged mental patients! It seems 
evident, however, that good nursing home placement works 
out in terms of the patient’s welfare. One state hospital that 
regularly re-admitted about 25 per cent of all discharged 
patients reports that, over the space of two years, only 10 
per cent of patients placed in nursing homes returned to the 
hospital. And half of those returned were sent back only to 
receive medical care they were not eligible to receive in their 

nursing home communities. 
So far we have discussed what are traditionally thought 
of as being alternatives to state hospital- 
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| ization for the geriatric psychiatric 
| patient: care in his own home, care 
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The therapeutic value of equipment with normal life looks | nursing home. 
and features is a known benefit to mental and incontinent 


patients. Here is an example for better care, longer Life. 


CT950-48 LOUNGE CHAIR with UTILITY TRAY 
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Gives multiple service as a — 
therapeutic chair, 
wheel chair, 
straight chair 


versatile chair! 
Constructed for 
Institutional use. 
Square tubular 

frame and tray 

arm in satin 

chrome plated 

finish. Heavily 

padded back. 

No-sag spring seat 
base, heavily padded. 
Perforated pan bottom. 
Upholstered in rugged 
Armor Weight Boltaflex 
(or Syko cover). Plastic top tray. 

Height, 3534”; seat, 19” x 21”; 

floor area covered, 21” x 31”. 

Extended rear legs prevent wall marring. 
3” ball bearing casters (2 with brakes). 


Canadian Distributors: SIMPSON’S, 45 Richmond Street, West, Toronto 1, Canada 


Other Alternatives 


These are not, however, by any means 
the only types of living arrangements in 
which elderly people with a history of 
mental hospitalization have lived or can 
live successfully. These “other” living 
arrangements range from special state 
homes for the aging to programs for 
independent living in the community, de- 
signed for the minority of discharged 


—all for the | patients who need a minimum amount 
cost of one! | of support. 
At least one authority believes the 
state should establish special state homes 
. in which elderly persons suffering from 
Here's mild confusion could be cared for. It 
1960's most 


has also been suggested that these state 
facilities, instead of being “homes,” 
could be villages or camps. A _ third 
alternative is that state chronic disease 
hospitals could be developed as suitable 
facilities for the patients with mild 
psychopathology. 

Several authorities believe that the 
county or city should be the govern- 
mental unit responsible for the care of 
the aging person who does not require 
the special facilities of the state mental 
hospital. One state has been able to dis- 
charge many patients to county homes 
—the patient’s own county—following 
up on the patient’s care by sending out 
teams periodically from the hospital to 
evaluate the condition of the patients 
placed. In one of the provinces of 
Canada, a network of small county 
homes is being redeveloped to supple- 
ment the work of the provincial hospi- 
tal. These are under the supervision of 
the Department of Welfare, and each is 
designed to care for thirty to fifty non- 
psychotic patients. Socialization within 
these facilities is being increased by the 
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addition of occupational therapy to their other programs. 

Underlying any discussion of alternatives available for the 
care of the geriatric patient is the frequently unspoken but 
clear recognition that only a few of these people will be able 
to become independent, self-sustaining members of the com- 
munity. Most will need care for the rest of their lives. 
Sometimes this care will be minimal; it may be offered in a 
commercial boarding house in which the proprietor takes 
a friendly interest in her clients; it may be given in one of 
the homes for the aged run by the various religious groups. 
In a few cities, downtown hotels have been refurbished and 
reorganized for the specific purpose of 


devotes a certain amount of time to the home. At any rate, 
regardless of what specific living arrangements are effected, 
many of the services available in the state hospital will need 
to be provided. Unless the patient is capable of taking 
complete charge of his life, his diet will need to be super- 
vised, and he will need companionship, opportunities for 
recreation, and work tailored to his capabilities. In addi- 
tion, according to many authorities, the older person par- 
ticularly needs and can take advantage of the religious op- 
portunities available through church membership or through 
a continuing relationship with a clergyman. 


making them suitable for the elderly. 


Sometimes a small group of elderly 
former patients may be clustered in a 
specific section of town in which small 
apartments and rooms are available. 
While this has the advantage of giving 
them some opportunity to socialize with 
each other, the community may feel they 
are too obtrusive. In one community, 
for example, a group of former patients 
who lived independently nearby “took 
over” the lounge of a department store 
every afternoon, gathering there to chat 
and, since they had not been permitted 
to smoke in the hospital, to turn the air 
blue with cigarettes smoked chain-style 
through long holders. Since the lounge 
was originally designed for mothers 
shopping with their small children, and | 
this group had been displaced by the | 
old ladies, the owner was understandably 
upset! 


Extra Community Services 


Incidents like these are a reminder 
that even the best adjusted, most physi- 
cally and mentally fit geriatric patient 
needs extra services from the commun- 
ity: medical care, perhaps an income 
supplement for the purchase of necessary 
drugs, recreational opportunities de- 
signed to meet his specific needs, etc. 
He also needs friends, a fact recognized 
by one county welfare department which 
has hired a full-time director of volun- 
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teers, with the volunteers recruited to 
help elderly persons living alone. 
Certainly any living situation in 
which a discharged mental patient is 
placed should have available to it the 
medical services needed by the patient. 
In a foster home these medical services 
might be provided by the family physi- 
cian of the foster family, backed by the 
local general hospital. In more elaborate 
hoarding and nursing home situations 
the “house” physician may be a special- 
ist in geriatric medicine who regularly 
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PRACTICAL 
CONSIDERATIONS 


WO OF THE ELEMENTS of our professional concern 

5 aot the aged dependent population are, strangely 
enough, somewhat outside the province of psychiatry. Yet 
these two unwanted intruders will ultimately regulate the 
care and treatment of the older person who becomes in need 
of physical or psychiatric help. It is then that we in hos- 
pital psychiatry become concerned with these acute ques- 
tions—the financial and legal problems of geriatric patients. 

For much of the aged population there are no major 
financial problems; however, for others there is a change in 
legal and financial status. Inflation has eaten away savings 
and depreciated the value of pension plans and insurance. 
And as Social Security increases, old age assistance, in 
some areas, decreases. Caught in the gap are the elderly 
people who are not eligible for either. Farm workers in 
particular are likely to be found in this group. 

The current trend toward security, including all of the 
various forms of retirement and pension plans, prompts peo- 
ple to be less concerned about saving for the future. For 
many old persons this assistance situation is nothing more 
than confusing; their memories are poor, they lose their 
check, or they forget they’ve got it. 

Some financial problems are brought about because of 
legal complications. In a few states elderly persons are re- 
quired to take a test to renew their driving license, for in- 
stance, and failure to pass may cause serious monetary in- 
convenience. Possibly the aged person is no longer eligible 
for a mortgage, or maybe he cannot take out insurance. 

Distribution of Responsibility 

Now when this elderly dependent becomes confused, emo- 
tionally disturbed, or in need of medical help, the problems 
are no longer his alone. They become as well the problems 
of the family, the community, the hospital, and other allied 
agencies. 

Family responsibility may take the form of either housing 
dad at home or helping to pay some of the costs of keeping 
him someplace else. If relatives are unable to provide ade- 
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quate care at home within their existing income, they are 
probably entitled to available funds which can be used to 
supplement their budget or pay for medical expenses. And 
if home care is not the solution, then they might be able to 
assume some of the cost of keeping him in a hospital or 
other care facility, such as a nursing home, foster home, or 
boarding home. But these alternatives may not be financial- 
ly feasible for the family unless their cost is comparable 
with or less than the cost of hospitalization. 


The Hospital’s Role 


It is when the family is not legally bound and refuses or 
is unable to provide or pay for any adequate treatment or 
care that the situation becomes a real problem. If the elder- 
ly dependent is definitely in need of hospitalization, and the 
family will not or cannot pay for any part of the cost, then 
the money will have to come from the state or from other 
funds to which the patient is entitled. Therefore it behooves 
the hospital superintendent, the business manager, the so- 
cial workers, and other concerned persons to acquaint them- 
selves with legal and financial matters so that they may 
operate effectively within these bounds. In turn, they must 
pass on this knowledge to the state, to the community, and 
especially to the family. It is an unfortunate situation in- 
deed when the hospital superintendent is forced to admit a 
“mixed-up old man” who could probably be restored in a 
less intensive facility. There is, after all, often no other 
place for him to go. So, in addition to providing treatment 
and care, the state hospital has now been forced into the 
role of patron. 

Since the hospital has to devote more and more time, per- 
sonnel, and finances in obtaining and rerouting monies, it 
must investigate the realm of law. If, for example, old Mr. 
Brown’s family claims he has no available income or sub- 
sistence, it is up to the hospital to send an agent to investi- 
gate the monetary status of both the patient and his family. 
Then there is Mr. Smith who died in the hospital, appar- 
ently penniless. Upon closer investigation it is found that 
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his property and possessions would have been more than 
enough to cover his stay. In most states there is a law allow- 
ing the hospital to obtain money from these resources to 
pay for his treatment and care while he was alive. 


Nature of Hospital Admission 


Just as the elderly patient has become a financial prob- 
lem, so has he also evolved into a legal responsibility. In 
fact the very method by which he is admitted to a state in- 
stitution is fundamentally a legal procedure. 

While the older person may have entered the hospital in 
a number of ways, these methods may be grouped for pur- 
poses of classification into a few main categories. He may 
have signed himself in and been called a voluntary admis- 
sion. He may have been referred by an authorized person 
without court procedure, or he may have been sent by the 
court or judicial authority. And in some cases he may have 
been taken in on an emergency commitment or admission. 

Procedurally, one of the most simple methods is voluntary 
admission, and there has been a great increase in this type 
during the past few years. However, there is a suspicion 
that possibly all of the so-called voluntary admissions aren’t 
really voluntary. Was Mr. Jones’ decision to be a “volun- 
tary admission” really made freely—or was he under some 
subtle pressures? Perhaps he was offered a “choice”—ad- 
mission or commitment. A voluntary admission makes the 
hospital’s statistics look good, and also saves the family the 
embarrassment or guilt feelings of making a petition for 
commitment. 


Variations in Admission and Commitment 


Few states, of course, have identical laws governing com- 
mitment and admission procedures. In Indiana there is a 
law allowing the hospital superintendent final authority in 
admission, and the hospital is not obliged to take any pa- 
tient. However, this does not mean flat refusal. If the super- 
intendent feels the patient does not belong in his hospital, he 
will refer him to another facility, and oftentimes even help 
with the arrangements. 

South Carolina makes use of the emergency commitment 
and, although application can be made by almost anyone, 
there must be a medical certificate. A judicial endorsement 
by a probate judge also has to be made within 48 hours 
of application. 

Unless a felony is involved, all commitments in Alabama 
are made by the probate court judge. Immediately upon the 
patient’s arrival at the hospital, tests are started. Usually 
within two weeks a diagnostic clinic is held. The results 
are then analyzed and, if it is determined that the patient 
is not in need of hospitalization, the family is notified and 
requested to remove him at once. 

In Tennessee, court commitment automatically involves 
the loss of civil rights. However, a bill passed last year 
provides that when the patient is discharged from the hos- 
pital, the superintendent may send notice to the court to the 
effect that the patient is competent. This amounts to res- 
toration of civil rights, although in many cases the hospital 
will wait a period of 12 months before notifying the court 
of the patient’s competency. 

The Mental Health Act of Quebec operates on the basis of 


one medical recommendation and there is no court proce- 
dure involved in any admission. Under law the hospital 
superintendent decides whether or not the patient should be 
admitted and the type of treatment needed. 

In New York state there is a type of admission called a 
Physician’s Certificate which merely entails having a doctor 
sign a form in conjunction with the petition, stating that old 
Mr. Jones needs hospitalization. This is valid, however, only 
if Mr. Jones makes no objection. The certificate is good for 
60 days. After this time, if he feels the patient should re- 
main, the superintendent can petition the court for an order 
of detention. It is then within the power of the court to 
comply or refuse. 

In Kentucky, if a person is violent, the petitioner, who can 
be almost anyone, can have him arrested and taken imme- 
diately to the hospital. If there is no hospital nearby. he 
may be sent to jail for no longer than 48 hours, after which 
time he must be transferred to the nearest city, county, or 
state hospital. This provision is known as a Warrant of 
Arrest. It was originally enacted for the benefit of rural 
communities, but because the law was never or rarely read 
in those areas, it became almost exclusively a metropolitan 
feature. However, there were entirely too many violations 
of the law, particularly concerning geriatric patients, and 
the judges now insist that the patient be taken to a psychi- 
atric facility for examination before they will sign a War- 
rant of Arrest. 

Commitment laws in New Jersey are so written that the 
patient is not required to appear in court and the hospital 
may accept a person who has been certified by two physi- 
cians without a court order. providing a justice is not avail- 
able at the time. 

Procedure in Missouri requires going through the pro- 
bate court, which usually makes the arrangements for ad- 
mission. All applications must be made through the super- 
intendent. Nebraska is attempting to correct some of its laws 
pertaining to mental illness in general, and a committee of 
the legislature has been appointed to make a two-year study 
of the situation. 

(Naturally the above-mentioned examples do not show the 
entire picture, as they are extractions of quite lengthy state 
laws. They have been included to show the variations in 
procedure ‘in all areas of admission and commitment.) 


Cooperation Through Information 


What may be happening in many areas is that the law, 
which was originally fairly clear, has become obscured and 
complicated by the interpretations of local officials, so that 
loopholes and variances have developed. Much of the prob- 
lem has been caused by the community’s abdication of re- 
sponsibility. In North Carolina the hospitals have been 
doing orientation work with the general practitioners, court 
clerks, and sheriffs, all of whom sometimes have a hand in 
commitment. In other states, too, attempts are being made 
to educate the public to assume an active role. Enlighten- 
ing such key people as judges, lawyers, and community 
groups through lectures, literature, and tours, and inform- 
ing the families of their position and responsibility will 
hopefully lead to a more intelligently concerned community. 
However, education alone is not the answer, for unless there 
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are funds available from which to draw, the problems will 
still remain. 


Patient Resources for Hospital Use 


While the older person is hospitalized, the hospital must 
secure money for his individual subsistence and for main- 
taining proper treatment and care. Such money comes 
primarily from state taxes, which may be supplemented by 
donations, grants, aids, insurance, and private payment from 
communities, counties, the Federal Government, private 
agencies, and individuals. 

One paramount problem facing both the geriatric patient 
and those who care for him is the tanglement in determin- 
ing his resources. Since there are so many possible sources 
of income for the patient, with equally as many strings at- 
tached to their availability, many hospital people find them- 
selves unable to keep up with the changes, revisions, and 
additions. 

In some cases even the family is quite unaware of Grand- 
pa’s financial assets, and when he is admitted to the hos- 
pital they are only too willing to let the business manager 
look after his financial affairs. In Kentucky a committee is 
required to handle the funds of an incompetent patient. 
Indiana has set up a program with a maintenance officer on 
the state staff, two assistants in the state office, and a clerk in 
each hospital to collect money from families. Last year 
about four and one half million dollars was collected in 
this manner. 

Colorado has a Class C Pension which is derived from 
sales tax money, and every person over 65 in the state hos- 
pital receives benefit from it. Recently some insurance com- 
panies and some group and individual hospitalization plans 
have begun to include payment to patients in mental insti- 
tutions. 

In British Columbia mental health people are working 
with the department of welfare to set up a cooperative serv- 
ice whereby the welfare department would augment the 
present old age assistance with an additional 20 dollars. At 
present the eligibility age is 65 and the basic level is 55 dol- 
lars a month, which would increase to 75 dollars with the 
subsidy. 

Some hospitals set up a burial fund for the patient as soon 
as he is admitted. However, there are those who feel it is 
a bad psychological blow to the elderly patient—being pre- 
sented at admission with plans for “discharge by death”! 
Other hospitals carry funds which are an aggregate of So- 
cial Security, old age insurance, and other subsistences, and 
from which they draw to buy necessities for the older pa- 
tients. In some cases funds such as these are held until 
discharge. at which time the hospital retains half the fund 
so that Grandpa can’t shoot the whole works at once. 


Investigating Financial Possibilities 


Just as there is confusion about the patient’s personal re- 
sources, likewise there are complications involved in alloca- 
tions directed to the hospital. In some cases this confusion 
results in failure to make use of all existing resources. How- 
ever, it seemingly accounts for only a small percentage of 
such disuse. Many fear the trend of “creeping socialism,” 
and hesitate to make use of funds offered by the Federal 
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Government. Indeed, many are frightened that this aid may 
be forced upon them. No hospital people believe the geri- 
atric problem to be strictly a Federal responsibility, but 
most are willing to receive a Federal subsidy for research, 
special projects, and consultation. 

Obtaining money and services is one thing. but using them 


properly is another matter. In New Jersey recently the 
Governor’s Study Commission found a duplication of serv- 
ices in that state, with as many as four agencies working 
with the same family! 


Costs of Alternatives 


The question of obtaining allocations for treatment and 
care is not. however, a concern only for the hospital. There 
are other community resources, nursing homes, foster 
homes. and family care units, usually closely allied to the 
hospital, which offer alternative methods of care. Here 
again, a major consideration is finances. 

In some few cases the community has been able to assume 
the burden of a type of geriatric facility, but most commu- 
nities have not yet solved the expense dilemma, and it is 
easier to send the old timer to the state hospital. 

State-run geriatric units can also give good care at low 
cost (sometimes half that of the mother hospital) because 
many of the medical facilities do not necessarily have to be 
duplicated in the separate unit. 

Family care units and foster homes can often be of help, 
and generally the cost is only slightly higher than at the state 
hospital, although in many cases local or state laws increase 
expenses by, for instance, requiring adequate fire protection, 
sprinklers, fire escapes, etc., for homes responsible for more 
than two or three persons outside of the family. 

Boarding homes, which are usually enlargements of the 
family care plans, provide for more people and in so doing 
frequently become profit-making, and run somewhat higher 
in cost than the foster homes. In Kansas there is a county 
plan whereby the county contributes half and the Federal 
Government half of boarding home costs. 

Some privately operated and subsidized homes for the 
aged in a few sections of the country can give above average 
care at minimal cost because of philanthropic grants. Nurs- 
ing homes, when compared with the rest of the extra- 
hospital facilities, seem to be the most expensive. Depend- 
ing upon the section of the country, they run at least $400 
a month or higher. These are profit-making organizations 
and as such can afford to offer medical care and other con- 
veniences disallowed in a lost cost, nonprofit situation. 
Often, however, these costs equalize themselves out, as those 
housed in other facilities may have a number of extra costs, 
such as periodic checkups, linen, laundry, etc., which can 
usually be absorbed by the nursing home and are a part of 
the flat rate. 

Yet comparative costs can provide no more than a general 
index of comparative suitability. It is quite obvious that 
there are many possible solutions to the problems of how 
and where to place the geriatric patient. However, each of 
our states, counties, and political subdivisions has its own 
financial and legal variables which are definitely indigenous 
to that particular area and which will naturally influence 
the final decision as to placement. 
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fifty-four patients. 


All in this group had been 
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undergone psychosurgery. 
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POSSIBLE 


F*" THE MYRIAD APPROACHES suggested in relation to 
future planning for elderly people, psychotic or non- 
psychotic, the only realistic and humane orientation which 
emerges is that based on the needs of each individual. To- 
day it is possible to trace the barest beginnings of a future 
pattern whereby these needs may be met. 

Already discernible, mostly abroad but also in their earli- 
est stages in parts of this country, are such places as geri- 
atric hospitals; specially planned nursing homes; day- and 
night-hospitals; half-way houses; community centers; special 
housing units with community services such as maintenance, 
laundry, and meals; and the primary facilities to determine 
patients’ needs—community screening and diagnostic centers. 

In attempting to develop community programs on a large 
scale, however, we too often forget that the community itself 
is not fully aware of its own resources. This is where men- 
tal health education comes in. Starting with existing fa- 
cilities, we should ask what other resources the community 
has which we are not utilizing at the present time. Through- 
out the country, there are social, professional, and civic 
agencies whose help in this problem can be invaluable, if 
we will show them what they can do in this particular area. 
But unless we give them some support and education they 
will feel woefully inadequate. With the White House Con- 
ference on Aging in the offing, communities are attempting 
to organize their resources from the ground up, and psychi- 
atry as well as general medicine should be represented on 
the local committees. This might well be accomplished 
through the A.P.A. District Branches. 

Perhaps the development of community geriatric services, 
crossing the board from the merely over-65 group to the 
genuinely and permanently psychotic oldsters, has been need- 
lessly delayed in this country by over-insistence on the need 
for “special physical facilities.” This is putting the cart be- 
fore the horse. First must come patronage from the state 
and federal governments, patronage based not on vague 
generalizations, but on sound objective evidence. It is the 
responsibility of psychiatry and other specialized branches 
of medicine, in cooperation with social and welfare agen- 
cies, to supply this evidence, which can be obtained only 
by research, experiment, and the examination of existing 
facilities, both here and abroad. 

Once the necessary evidence has been supplied, however, 
the assistance can take many forms. Grants-in-aid to local 
communities for the provision of services, training, and 
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further research are among the most powerful. Given the 
necessary financial and moral incentives, a fairly simple ad- 
ministrative structure could follow. At the state level would 
be a coordinating committee, initiated by the mental health 
services. At the local level a single committee, concerned 
with services to all “handicapped patients” would specifi- 
cally include those incapacitated because of age and the 
resulting physical and mental deficits. Thus administrative 
responsibility for the program would be maintained at the 
local level, and leadership, consultation services, and finan- 
cial assistance would be provided at the federal and state 
levels. Once this administrative structure is soundly devel- 
oped, the erection of the needed physical facilities will fol- 
low as a logical consequence. 


Ideal Agency 


From this theoretical administrative set-up might develop 
a sort of “ideal agency”—a screening center with certain 
hospital and clinic facilities, perhaps, which would serve as 
a center of communication for all the agencies working in 
the field of geriatrics in the community. In such a center 
each patient could be judged individually and routed, with 
a minimum of delay and distress, to the facility best de- 
signed to take care of his needs. 

It would be possible to embrace the entire spectrum of 
cases from those whose only problem is a social and family 
one existing side by side with the beginning of the in- 
evitable physical and accompanying emotional deficits; 
through those whose emotional symptoms are acute but 
transient and can be cleared up by simple physical means: 
through those whose disability is by its very nature progres- 
sive but whose symptoms are not and need never be acute; 
to those unfortunates whose psychosis is of long duration 
and may therefore be supposed, because of their age and 
senility, to be irreversible. It is this latter group which 
would, of course, still be found in the state hospital. 

This suggested administrative framework specifically for 
the elderly has a prototype, except in scale and scope, in the 
Philadelphia regional mental health center, which has been 
in successful operation now for over four years, and accepts 
referrals of all ages. (See AM. JOURNAL oF PSYCHIATRY, 
Oct. 1959, pp. 344-51.) This consists of a 32-bed reception 
center located at the city general hospital and staffed with 
several complete mental health teams. These teams have the 
task of receiving and evaluating all individuals referred to 
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them, but they are not obligated to take them as inpatients. 
Where hospitalization is postponed or obviated, some other 
service is provided. This has resulted in a referral program 
and an outpatient service operating at the center and offer- 
ing follow-up as well as definitive therapies if indicated. 
Four inpatient units with a total of nearly 500 beds are 
charged with accepting inpatient referrals. The center it- 
self is organizationally under the city regional office, the 
point of liaison between state and city. The whole program 
is supervised by the Conjoint Mental Health Board, which 
is analogous to a state mental health authority. The board 
is made up of state and city officials, hospital superinten- 
dents, city and state public health officials, a representative 
from the local mental health association, the professor of 
psychiatry, and the director of the psychiatric institute. 

It is interesting to explore, within the type of framework 
roughly outlined above, the specific types of programs which 
would hopefully develop. At the present time there is in 
this country no organized effort toward planning for retire- 
ment villages, special housing projects, and so on. There 
are a few endeavors, but almost everything has to be fi- 
nanced by the individual. 


Developments in Other Countries 


Abroad, however, there are many facilities, long past the 
experimental stage, which could well be adopted and adapt- 
ed for use in this country. In Copenhagen, for instance, 
there are some very fine apartment houses designed espe- 
cially for elderly people and surrounded by fine spacious 
grounds. Here the older generation may continue to live 
in the city in which they have spent most of their lives, still 
sharing to some extent the urban scene, rather than being 
isolated in a “home” far from their own native city, in un- 
familiar rural surroundings. Moreover, they are within 
visiting reach of their families. Those who are lame or 
cannot climb stairs live in elevator buildings or on the 
ground floor. The apartments are small—a living room. 
bedrooms, kitchenette, and bathroom. A minimum of furni- 
ture of simple, durable construction is supplied. because 
these elderly people have their own little ornaments and 
treasures which make their apartmenis homelike. Many of 
these units are run in connection with hospitals for the aged 
or with chronic hospitals, and old people who need treatment 
travel to the parent hospital weekly. In some apartment 
units there are central kitchens, so that the tenants can go 
over and carry home a hot meal in a suitable container. In 
others there is a central kitchen where each tenant can go 
to cook and has his own locker for his foods. Three new 
buildings, constructed on the grounds of a hospital for the 
chronically ill, have bedrooms, pleasant central dayrooms, 
and a nursing station with 24-hour nursing supervision. 
These are for frailer old people who are a little confused. 

This seems to indicate certain trends which might be con- 
sidered in this country for the non-psychotic elderly. Small 
individual units are desirable in apartment buildings. (Indi- 
vidual houses are undesirable because elderly people find 
considerable difficulty in maintaining their grounds, empty- 
ing their garbage. sweeping leaves, cleaning snow off paths.) 
The apartments should, however, be surrounded by gardens 
with flower beds, shrubs, etc., so that the elderly tenants can 
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get outside. Buildings themselves can be fairly large, but the 
individual apartments should be compact and easy to get 
into and out of. The plan should afford the old people the 
chance to do as much for themselves as possible, yet provide 
unobtrusive supervision so that medical or nursing care can 


be made readily available. Opportunities to obtain a 
“meals-on-wheels” service (an English as well as a Danish 
program), reasonable laundry facilities. and some central 
point where the tenants can socialize at will are highly de- 
sirable. Above all, these facilities should be in urban or 
suburban areas, near shopping centers, and within easy 
reach of the community and such relatives and friends as 
can visit easily. It is important not to put such units off by 
themselves, away from younger people. 

The development of sheltered workshops would be a fine 
preventive measure for the retired whose capacities are by 
no means exhausted, and who urgently need two things—to 
contribute usefully to society and to make a little extra 
money. Already there is a group of sheltered workshops for 
the handicapped throughout the U. S., and elderly folks who 
are perhaps partially emotionally and mentally handicapped, 
either from the onset of aging or from genuine though ar- 
rested psychosis, might profitably be included. In one 
community there is already a recreation center for old folks, 
run by a group of volunteers, and supported by a little 
“thrift shop” in which elderly people work. Self-initiated 
programs such as “golden age” clubs and other informal 
organizations, are not to be despised. 

A useful mental hygiene technique is the formation of a 
group of elderly volunteers, say 60 or 70 years old. who are 
retired and have nothing to do. These people can perform 
a truly valuable service to others, and at the same time help 
themselves stay sharp and alert. 

Boarding homes, foster homes, day- and night-hospitals, 
and other hospital alternatives already in existence. should 
be further developed but not necessarily radically changed. 
Indeed, our great future tasks are to do more of the 
type of thing we are already doing, to add more and better 
trained personnel, and finally to keep up with and attempt 
to develop new methods and add them to our existing pat- 
terns of care. It is perhaps important to bear in mind that 
over-education has its perils too. One potential boarding 
home operator, after over-exposure to psychiatric orientation 
said, “I don’t feel I should take ex-mental patients until I’ve 
been analyzed myself”! 


The General Practitioner 


There are already clear indications that the most obvious 
source of help—the private-practice psychiatrist—is willing 
and able to be drafted into service. If. as is often the case, 
there is no psychiatric community except that of the hos- 
pital itself, the second line of defense may be the general 
practitioner. Here is the area in which state hospital psy- 
chiatry can indeed take leadership by supplying help, edu- 
cation, and consultation to the family doctors, who are so 
often the first to become involved in the problem of the 
aging family member. The family doctor, when he takes 
Grandma to the general hospital because he has learned 
that much so-called psychotic confusion can be cleared up 
by simple physical medicine measures, must in turn be pre- 
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durable...dependable...dollar-saving... 


PSYCHIATRIC AND DORMITORY BEDS 


PsvCMATRIC 


MAXIMUM-SECURITY BED 


_ Panel-type, all-welded, with 112” square posts and 
hard maple plug feet. Strap-type spring, consisting _ 


36” x 78" inside. Height: Heod ond Foot 


2908 FIVE-FILLER, 
ROUND-TUBE DORMITORY BED 


A strong, sturdy bed at an attractive low price. Has 
1%” diameter steel end-frames. 1” diameter cross 
rods. %4” diameter fillers — welded for durability. 
Washes clean with soap and water. Floor glides or 
smooth-rolling casters. 


FULL-PANEL, 


LOW-BACK DORMITORY. BED 


 All-steel, all-welded, with 114” square tubular steel 
frame and rounded corners. Made without bolts or 
- screws. Easily and quickly assembled. A good-look- © 


Height: Head and Foot 22”: Spring 


2906 FIVE-FILLER, 
SQUARE-TUBE DORMITORY BED 


Easy to keep neat and clean, 144” square tubular 
frame with 1” square cross rods and 13g” x 5%” fillers 
—all securely welded. Ample head-height for multi- 
pillow support, when desired. Comes with either 
casters or glides. 


for complete information on the comprehensive Royal hospital furniture line, write: 


Royal Metal Manufacturing Company 
One Park Avenue, New York 16, Dept. 11-B 
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pared to explain to the nurses on the general ward that a 
little confusion and wandering during the hours of darkness 
and perhaps some audible replies to transitory hallucinations 
are not cause for alarm. If the nurses expect such symptoms, 
they will be prepared to deal with them with a minimum 
amount of disturbance to other patients. In a few days they 
will find that a very low blood count, for instance, can be 
reversed by transfusion. Good diet, rest, and comfort will 
do the remainder to clear up what appeared to be an acute 
psychosis. The provision of such commonplace needs as 
eyeglasses, hearing aids, and dentures, and attention to poor 
old feet will often turn a frightened and confused old person 
into an individual who can at least partially care for and 
entertain himself. Not only will the patient and his family 
have benefited, but the general hospital nurses and physi- 
cians themselves will have learned a valuable lesson in 
mental hygiene. The main benefit the patient derives from 
short-term treatment in the community hospital is that what- 
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ever function he may have left is more likely to remain un- 
damaged than if he is permanently removed from his 
familiar surroundings. 


Nursing Homes 


For the chronically ill but not too confused elderly person 
whose life-long habit has been rural, a specific type of 
nursing home could be established close to the community 
hospital for ready referral and medical supervision as nec- 
essary. Such a home might well be run by a nonprofit or- 
ganization, and could be partly financed by fees obtained 
from the residents’ relatives, from Social Security, or from 
welfare funds. The cost, after the initial construction, need 
not be excessive. There would be both single- and double- 
room units (the latter for old married couples or even for 
elderly friends or members of the same family); the medi- 
cal services of the hospital would be readily available; and 
these old people, while they would be supplied with meals, 
clean linen, and so forth, and be under nursing supervision, 
could be encouraged to do as much for themselves as possi- 
ble. The hospital volunteers could be encouraged to par- 
ticipate in the nursing home program by providing enter- 
tainment or parties, or taking the old folks into the village for 
a shopping spree. Similar programs could be established in 
cities and suburbs, but the pattern seems ideally suited for a 
rural community. Education of the nursing home operators 
to accept ex-psychotic patients from the hospital is essential. 

Dr. Howard Rusk is experimenting with a project in New 
York called the Homestead Program. This is a general 
hospital extension, set up primarily for nursing care but 
with all the medical facilities available at once if needed. 


Easy Admission Procedures 


If treatment in a mental hospital becomes inevitable. 
whether on a long-term or short-term basis, admission pro- 
cedures should be made quick and easy. Admission should 
be on the recommendation of a physician, any reputable 
referral agency. or the “ideal center” itself, without resort 
to judicial certification. If there is need, a committee or 
guardian should be appointed at little or no cost for the 
protection of the state or of the patient himself. 

A patient who, after admission to a mental hospital, is 
found not to be in need of the kind of active treatment the 
hospital should best be able to offer. could perhaps be sent 
to a special geriatric unit which might be part of a general 
hospital or be a special unit of a big psychiatric hospital. 
Such a “geriatric hospital” might be run under the joint 
auspices of the mental health and welfare departments of a 
state, so that the latter might properly assume some part 
of the financial responsibility. The risk is that such a unit 
could degenerate into an institution similar to one of the 
old-fashioned “county homes” with little but the barest 
minimum of custodial care and without proper medical or 
psychiatric orientation. 

In Oxford, England, Dr. Lionel Cousins guards against 
the risk of “mere custody.” He has set up several gradu- 
ated units in his geriatric hospital, and terms his geriatric 
patients “long term ambulant,” “long term frail ambulant,” 
and “long term mentally confused,” with units for each cate- 
gory. In this way he is able to send a great many of the 
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“In contrast to earlier phenothiazine derivatives, which cause sedation, psychomotor retardation, 

increased appetite and excessive weight gain...[TRILAFON] [ordinarily does] not produce trouble- 

some sedation or psychomotor retardation in these patients.”* 


Available for psychiatric use as Tablets, Injection, Liquid Concentrate. Consult Schering literature for 


indications, dosage and administration, precautions and contraindications. 
*Ayd, F. J., Jr.: New England J. Med. 261:172, 1959. 
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less sick and confused patients back into the community, 
and lets them come in daily for physiotherapy, occupational 
therapy, medical assessment, and treatment if needed, and 
sends them home at night. He has one provision which al- 
lows great relief to the families—for what he calls “social 
reasons” he will allow any of these old folks to come as in- 
patients for two or three weeks. Thus the family in a crisis 
can take Grandma off the worry list or have a vacation 
without having to curtail their activities to her speed. 

At what used to be Sampson Air Force Base, near Syra- 
cuse, N. Y., an experimental geriatric hospital is being 
tested. About 1,000 committed, psychotic patients, mostly 
people without relatives, are housed in one-story buildings. 
They have their own commissary and are free to go about 
the grounds. They take as much responsibility as they can 
for their own housekeeping. Centers are provided where 
they can congregate. This unit is five miles from one of 
the New York state hospitals, so that some of the facilities 
can be used in common, especially the kitchens and 
laundry. The staff-to-patient ratio is about one to four. 
Some doubts are expressed, however, as to the desirability 
of keeping all older patients together. As a rule these people 
prefer to see some younger people, even younger patients. 
Moreover, putting such a large group in one isolated spot 
may prevent any visits the patients might hope to receive 
from friends or remaining relatives. 

A program in Canada, attempting to following the prin- 
ciple of small centers closer to the home communities, con- 
sists of small rural institutions, not quite nursing homes and 
not quite old folks’ homes.” These institutions, where 
patients are never more than 50 miles from their own homes, 
are under the direction of the welfare department, with 
local staff. The only psychiatric cont-ol comes from con- 
sultants from the local public hospital. These patients, of 
course, are not psychotic. 

On the west coast of the U. S. is another type of facility, 
a small boarding home for about 20 ex-patients, established 
by some Jewish welfare agencies. A couple is in charge, and 
the patients help get their own breakfast. Dinner is served 
family-style, and patients are encouraged to earn a few 
dollars by doing odd jobs outside of the boarding home. 
The charge is $90 a month, and the experiment has been so 
successful, financially and otherwise, that the sponsors are 
planning to develop more such facilities. 


An Ounce of Prevention 


Hopefully, therefore, the pattern of future care for the 
geriatric patient envisages, in the first place. prevention of 
emotional difficulties. This calls for a great deal more knowl- 
edge, research, and social awareness than at present exist 
in any substantial form. 

Secondly come the care and treatment of those who are 
“suffering from old age” with its resultant memory and 
physical deficits. This phase of the program is primarily a 
function of general medicine, perhaps with consultation and 
assistance from psychiatry. Physical difficulties resulting in 
transient mental disturbances bring the problem sharply 
within the purview of psychiatry, while the big public hos- 
pital in the center of the complex of needed services has 
two functions: the treatment of the genuinely psychotic, and 


the provision of leadership and education in the develop- 
ment of community-type programs. 

Finally, an atmosphere of positive expectation is perhaps 
our most important therapeutic tool. This does not neces- 
sarily mean “total push” or over-intensive treatment at- 
tempts which are not considered very effective for elderly 
patients. It does mean preservation of the patient’s re- 
maining assets, and an atmosphere of acceptance rather than 
kindly patronage or regret for inevitable deterioration. What 
is needed, and what may be hoped for, as our culture and 
our sociological knowledge mature, is a more accepting atti- 
tude which more closely approximates the “elder-reverence” 
found in cultures older than ours. 
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| THE INSTITUTE—FACTS AND FORMAT | 


| All the material on aging published in this issue is 
based upon discussions at the 11th Mental Hospital Insti- 
tute held from October 19 through 22, 1959, in Buffalo, 
N. Y. The 454 participants were divided into a Main 
Group of about 350 people who met together throughout 
the Institute, and another 100, who were subdivided 
into ten Pilot Groups. The topic “The Psychiatric Prob- 
lems of the Aging and the Aging Mental Defective” was 
the same for all participants. No further formulation 
was given. 

About 1500 pages of transcript resulted from these dis- 
cussions. Naturally, with all groups working on the same 
subject, there was considerable duplication. Had there 
not been, it would have been impossible to compress it 
into the space available in the magazine. 

As announced earlier by the Editor, this issue contains 
staff-written reports based on the various aspects of the 
topic covered by all discussants. Mrs. Lois Perry Jones 
assisted the editorial staff of Mental Hospital Service and 
wrote “Discharge Policies and Extramural Planning.” 

Drs. William Malamud, Leo H. Bariemeier, and Ewald 
Busse were kind enough to edit their own papers for 
publication. 

Of the 454 delegates to the Institute, 219 were hospital 
| physicians, including superintendents, clinical directors. 


_and others. Fifty-one nurses, 18 state commissioners. 
_ and 101 business managers on the state and hospital level 
| attended. An interesting group, almost new to the In- 
| stitute, were 12 directors of volunteers. Only seven social 
| workers attended, and there were 46 people in miscellane- 
| ous categories, including chaplains, representatives of 
pharmaceutical companies, personnel managers, psycholo- 
gists, advertising personnel, public relations men. and 
science writers. 

New York state had the largest attendance of any of the 
| 45 states represented, with 80 people. Indiana and Ohio 
each had 27, Pennsylvania 22, Virginia 21, and there 
were 20 from all parts of Canada. 

Because of the importance of the topic of aging during 
the current year, only the discussions on this subject have 
been included in this issue, although other matters were 
discussed in six simultaneous special interest sessions. 
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NEWS NOTES 


Psychoanalysts Available for 
Teaching 


In a special survey conducted for the 
purpose, the American Psychoanalytic As- 
sociation has ascertained that several hun- 
dred of its members and students in train- 
ing would be willing to travel reasonable 
distances (usually within 50 miles of their 
practice) to assist state hospitals with their 
teaching programs. 

The list of these psychoanalysts has now 
been turned over to the American Psy- 
chiatric Association Mental Hospital Serv- 
ice for administration. 

Superintendents interested in obtaining 
such help may write to the A.P.A. Mental 
Hospital Service. Psychoanalytic Teaching 
Project. 1700 18th Street, N.W.. Washing- 
ton 9, D. C. M.H.S. will then send the 
superintendent a list of names and ad- 
dresses whom he may then contact directly. 
In requesting such lists, it would be help- 
ful if the superintendent would indicate 
distances between his hospital and major 
cities in the area. 

If there is marked interest in this serv- 
ice on the part of state hospitals, the Amer- 
ican Psychoanalytic Association will work 
with M.H.S. in keeping the lists up to date. 
That association has put great effort into 
compiling this list as a contribution to the 
public mental hospitals. M.H.S. is pleased 
to be the agency through which the service 
can be administered. It is hoped that many 
M.H.S. subscribers will indicate their inter- 


est. 


PEOPLE & PLACES 


CALIFORNIA: On January 1, Dr. Dan- 
iel Lieberman, superintendent and medi- 
cal director of Mendocino State Hospital, 
Talmage. Cal.. took up his duties as chief 
deputy director of the California Depart- 
ment of Mental Hygiene in Sacramento. 

Dr. Leo Rangell, president of “The 
Westwood” Board of Directors, West Los 
Angeles. was elected president of the 
(American Psychoanalytic Association. 

NEW YORK: Dr. Martin Lazar, the 
assistant of Willowbrook State 
School since 1950. recently became direc- 
tor of Utica State Hospital. Dr. Lazar suc- 
ceeded Dr. Bascom B. Young, who re- 
tired on October 1. 

Dr. Marvin E. Perkins is New York’s 
new director of Community Mental Health 
Services. Previously, Dr. Perkins was chief 
of the Bureau of Mental Health for the 
District of Columbia Department of Pub- 
lic Health. He was replaced by Dr. 
George W. Metcalf, the former director 


director 
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of the Adult Mental Health Division of the 
D. C. Bureau of Mental Health. 

Mrs. Viola McGrath has been ap- 
pointed director of occupational therapy 
services of the N. Y. State Department of 
Mental Hygiene. 

Dr. William Malamud, president of 
the American Psychiatric Association and 


research director of the National Associa- 
tion for Mental Health, has been given a 
new title, that of professional and research 
director for the latter organization. New 
duties are entailed: in addition to his pres- 
ent research activities, Dr. Malamud will 
supervise and give direction to all of the 
association’s scientific activities including 


QUARTERLY HOSPITAL PROFESSIONAL CALENDAR 


AMERICAN PSYCHIATRIC ASSOCIATION 


Annual Meetings: 

1960 May 9-13, Convention Hall, Atlantic City, N. J. (116th) 
1961 May 8-12. Hotel Morrison, Chicago, Ill. (117th) 

1962 May 7-11, Royal York Hotel, Toronto, Can. (118th) 
1963 May 13-17, Ambassador Hotel, Los Angeles, Cal. (119th) 


Mental Hospital Institutes: 

1960 Oct. 17-20, Hotel Utah, Salt Lake City (12th) 

1961 Oct. 16-19 (Correction), Hotel Sheraton-Fontenelle. Omaha. Neb. (13th) 
1962 Sept. 24-27, Hotel Americana, Miami Beach, Fla. (14th) 


Other: 
RecionaL ResearcH CONFERENCE, Mar. 18-19, Iowa City, Iowa. (Ing. W. D. 
Coder, M.D., Coordinator of Conferences, State Univ. of lowa, lowa City.) 


OTHER PROFESSIONAL ASSOCIATIONS 

AMERICAN AssOCIATION OF PsyCHIATRIC CLINICS FOR CHILDREN, Annual Meet- 
ing, Feb. 23, Chicago, III. 

Nortu Lirtte Rock VA Hosprta, 12th Annual Institute, Feb. 25-26, N. Little 
Rock, Ark. 

AMERICAN ORTHOPSYCHIATRIC AssociaTION, Annual Meeting, Feb. 25-27, Hotel 
Sherman, Chicago, IIl. 

NationaAL HeaLtH Councit—National Health Forum, Mar. 15-17, Carillon 
Hotel, Miami Beach, Fla. 

AMERICAN ACADEMY OF GENERAL Practice, Annual Meeting, Mar. 19-24, 
Philadelphia, Pa. 

NATIONAL CoUNCIL ON ALCOHOLISM, Annual Meeting, Mar. 23-25, Statler-Hilton 
Hotel, New York City. 

AMERICAN PsyCHOSOMATIC Society, Annual Meeting, Mar. 26-27, Sheraton-Mt. 
Royal Hotel, Montreal, Can. 

Wuirte House ConFERENCE ON CHILDREN, Mar. 27, Washington, D. C. 

Group FOR THE ADVANCEMENT OF PsycHIATRy, Apr. 7-10 (Ing. Malcolm J. 
Farrell, M.D., Box C, Waverly 78, Mass.) 

InstITUTE ON MENTAL HEALTH Aspects OF PAsTORAL COUNSELING, Apr. 25-27, 
Holy Family Monastery, W. Hartford, Conn. 

Menta Heattu WEEK, May 1-7. 

American Nurses’ Association, Annual Meeting, May 2-6, Miami Beach, Fla. 

AMERICAN PsYCHOANALYTIC AssociATION, Annual Meeting, May 6-9, Chalfonte 
Haddon Hall, Atlantic City, N. J. 

ACADEMY OF PsyCHOANALYsiIs, Annual Meeting, May 7-8, Atlantic City, N. J. 

AMERICAN ACADEMY OF CHILD PsycuiatRry, Annual Meeting, May 9, Atlantic 
City, N. J. 

AssociaTION OF Menta Hospitrat Annual Meeting, May 9-13, At- 
lantic City, N. J. 

Society oF MepicaL PsycHoanacysts, Annual Meeting, May 11, 2 E. 103rd St., 
New York City. 

AMERICAN ASSOCIATION ON MENTAL Dericiency, Annual Meeting, May 17-21, 
Baltimore, Md. 
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PREREQUISITE 


PARTICIPATION: 


to participate in many of the same 
activities as other students. * 


REQUISITE 

FOR THERAPY: 

THE PARKE. DAVIS FAMILY. 
OF ANTICONVULSANTS 


anticonvulsants 


control of mal and 

D A N Tl N Sodium (diphenythydantoin 
sodium, Parke-Davis) is sup- 

plied in several forms including Kapseals* of 


0.03 Gm. and of 0.1 Gm, in bottles of 100 and 1,000. 


MILONTIN: 


ELO NTIN 05 
in bottles of 100. 


LITERATURE SUPPLYING DETAILS OF A 


ISTRATION AVAILABLE UPON REQUEST. 


Green, J. Santon. 


» PARKE,DAVIS & COMPANY : 


programming for care, treatment, preven- 
tion. and rehabilitation. 


HAVE YOU HEARD? 


FHA LOANS FOR NURSING HOMES 
AND RENTAL HOUSING FOR THE 
AGED: The federal housing officials in 
Washington, D. C.. have been working for 
sometime on a new FHA insurance pro- 
gram for privately owned nursing homes. 
To participate in the program, a nursing 
home may be a new or rehabilitated prop- 


“incontinent wards... 


erty. Insurable mortgage can be set as 
high as $12.5 million but must not exceed 
75 per cent of the estimated value of the 
property. Maximum interest rate on the 
mortgage is 5 per cent, or 6 per cent if 
necessary to meet the mortgage market. 
Eligibility for such loans is subject to 
the approval of the state Hill-Burton 
agency which must certify that there is a 
need for the nursing home requesting the 
loan. The home must also meet state and/ 
or local reasonable minimum standards of 
licensure and operation. 

A second new housing program of in- 


free odor” 


erifil tablets 


A new study' of 170 incontinent psychiatric patients proves DERIFIL 
y psy Pp p 


Tablets effective in controlling ward odors. With oral administration of | 


high-potency DeriFit Tablets, “...fecal and urine odors disappeared, | 


so that, from an odor standpoint, the incontinent wards were virtually | 


indistinguishable from other wards.” In an earlier study, DERIFIL was 


termed “...a product of significance to the mental hospital....effective, 


easily administered, economically feasible....’” 


Containing 100 mg. of purified, water-soluble chlorophyll derivatives | 


(as standardized in Tests and Standards for New and Nonofficial Reme- 


dies), Deririt Tablets provide up to twenty times the activity of pre- 


viously available chlorophyllin tablets. One Deririt Tablet daily 


normally provides effective odor control, though much higher dosages | 


may be administered with complete safety, if desired. 
Supplied in bottles of 30 and 100, and in jars of 1000. | 


Samples and literature available on request. 


1. Morrison, J. E.: Hospitals 33:97 (July 16) 1959. 
2. Laitner, W.: Psychiat. Quart. Suppl. II 29:190, 1955. 
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MOUNT VERNON, NEW YORK 


Kystan’ 


terest to hospitals provides direct FHA 
loans for rental housing for the elderly. 
Nonprofit institutions can apply for this 
type of loan if it does not exceed 98 per 
cent of the total development cost. Eligible 
property includes new or_ rehabilitated 
housing structures and such related fa- 
cilities as dining rooms, community rooms, 
infirmaries, and other essential service 
facilities. Only persons 62 years old or 
over and their families are eligible for 
occupancy. 

Still another program of housing for 
the elderly authorizes FHA mortgage in- 
surance for both nonprofit and_profit- 
making institutions. Property eligible for 
mortgage insurance under this program in- 
cludes rental housing consisting of eight 
or more, new or rehabilitated living units. 


We read in the December issue of 
Geriatrics that a new seven-story apart- 
ment house, restricted to tenants over 65 
years old and of limited means, was opened 
in September at Asbury Park, New Jersey. 
It is the first housing exclusively for older 
people to be erected in the New York 
metropolitan area under the Housing Act 
of 1956. Federal Public Housing Adminis- 
tration guarantees long-term bonds issued 
by the municipality for the construction. 
The Administration also provides subsidies 
so that rents can be kept low. 

In the Asbury Park unit, situated in a 
very well-kept residential area near shop- 
ping centers and churches, the 50 tenants 
will pay from $35 to $45 for one or two 
bedroom apartments, each with a living 
room approximately 11 by 15 ft. in area. 
Refrigerators and stoves are included. 
The flooring is non-skid tiling, and in the 
bathrooms there is a chromium handle by 
the tub for support. The building has 
baseboard hot-water heating and a self- 
service elevator. 

Other similar apartment houses are to 
be built in the New York area and in New 
Jersey. Needless to say that at such a low 
rental cost and with such conveniences, 
these buildings are extremely popular. It 
was stated that more than 700 applications 
had been made for the 50 apartments avail- 
able. 


RESEARCH: In December, the U. S. 
Public Health Service announced 71 grants 
totaling over $1.7 million for research in 
various aspects of aging. The grants are 
part of a continuing program of the Na- 
tional Institutes of Health to investigate 
the health-related characteristics of aging. 
The program includes work being carried 
on in the gerontological laboratories of the 
National Heart Institute and the National 
Institute of Mental Health, plus grants to 
private institutions for additional research. 
The Public Health Service now supports 
nearly 400 projects at a cost of $8 million 
a year for research related to aging. 
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D DESIGNED FOR BEAUTY...ENGINEERED FOR SAFETY 


4 
y Truscon Steel Psychiatric and Detention 
S Windows are handsome proof of controlled 
4 ventilation, concealed restraint. Attractive, 


apartment-like appearance. Safe, protec- 
tion against self injury. Prevent escape. 


" Truscon Windows provide full use of total 
w glass and ventilating areas for maximum 
:, sunlight and fresh air—natural therapy 


for normal and permanent recovery. Only 
. authorized personnel operate and control 


I. the degree of opening and closing. 
Truscon has nearly fifty years experience 
in designing, engineering, manufacturing 


speciality windows. Truscon will work with 
Is you or your architect in solving your par- 
n ticular detention window problem. Write. 


REPUBLIC STEEL CORPORATION 


TRUSCON DIVISION 
REPUBLIC STEEL TRUSCON 0 
a 

4\) le 1112 ALBERT STREET » YOUNGSTOWN 1, OHIO 

* BUS CON TRUSCON DIVISION Please send catalog of specifications and details for 
h. tte, Youngstown 1, Ohio Truscon Steel Detention and Psychiatric Windows. 
ts 
- NAMES YOU CAN BUILD ON Name Title 

Firm 

Address. 


City. Zone. State 


| 
~ 
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CANADA 
BIRCHARD, CARL, M. H. Division, 
Dept. Nat'l Health & Welfare, Ottawa 
BRYSON, BRUCE F., M.D., Med. Supt., 
Homes for the Aged, Essondale, B.C. (1) 
CARROLL, ALICE K., Prov. Supervisor, 
Psych. Soc. Wk., M. H. Services, Vancouver, 
B.C. (Lead., F) 
FERGUSON, J. CLAREY, Business Admin., 
Ontario Hospital School, Orillia 
FERRIER, GEORGE C., M.D., Asst. Supt., 
Ontario Hospital, Port Arthur (A) 

| FINLAYSON, ALEXANDER, M.D., 

Ontario Hospital School, Orillia 

GALBRAITH, H. CLAIRE, M.D., 

Ontario Hospital, Whitby 

GILBERT, JAMES E., M.D., 

Chief, Mental Health Div., 

Dept. Nat'l Health & Welfare, Ottawa 

HUGHES, H. G., Architect, 

Chief, Hospital Design, 

Dept. Nat'l Health & Welfare, Ottawa (B) 

HUGHES, PAULINE, M.D., 


| Dep. Med. Supt., The Woodlands School, 
New Westminster, B.C. 
KRAUSER, W. G., M.D., Clinical Director, 


Ste. Anne’s Hospital, 
Ste. Anne de Bellevue, P.Q. 
MACLEAN, KEITH S., M.D., 
| Ontario Hospital, London (A) 
MARSHALL, CLYDE, M.D., Dir.. 
M. Health Serv., Halifax, N.S. (D) 
MATUKAS, ANTANAS, M.D., 
Ontario Hospital, Woodstock 
MITCHELL, BEVERLY, R.N., Dir., 
Nursg. Serv., Mental Health Serv., 
Essondale, B.C. (E) 
MORGENSTERN, Mrs. R. H., 
Psych. Soc. Wkr., Allan Memorial Institute, 
Montreal, P.Q. (G) 
ROBERTS, C. A., M.D., Med Supt., 
Verdun Protestant Hosp., Montreal (B) 
SLOANE, R. BRUCE, M.D., Prof. Psych., 
Queen Univ., Kingston, Ont. (E) 
WAKE, F. R., Ph.D., Mental Health Div., 
Dept. Nat'l Health & Welfare, Ottawa (D) 
WHITE, JOHN G., M.D., Clinical Director, 
Ontario Hospital, Hamilton 


ALABAMA 
DUTTER, Mrs. E. S., R.N., Coordin., 

} State Psych.-M.H. Nursg. Ed., 
Univ. of Alabama, Tuscaloosa (1) 
LOCKE, Mrs. Elouise R., R.N., 
i Supervisor, VA Hospital, Tuskegee (G) 
OGLESBY, Mrs. RUTH M., R.N., 
Dir. of Nursg., Bryce Hospital 
| 


& Univ. of Ala., Tuscaloosa (J) 


ARIZONA 

CLELLAND, R. A., Bus. Manager, 
Arizona State Hospital, Phoenix 

| WICK, SAMUEL, M.D., Superintendent, 
j Arizona State Hospital, Phoenix 
ARKANSAS 
BALKMAN, Mrs. Nell, R.N., Instructor, 
VA Hospital, Little Rock 


BROWN, HARVEY H., M.D., Asst. Supt., 
State Hosp., Benton Unit, Little Rock 
CONAE, IVY W., R.N., Asst. Chief, 

Nursg. Serv., VA Hosp., N. Little Rock (C) 
DONAHUE, HAYDEN H., M.D., Asst. Supt., 
Arkansas State Hospital, Little Rock 
PHILLIPS, JIM, Asst. Dir. of Admin., 
Arkansas State Hospital, Little Rock 

SIMS, WILLIAM O., Bus. Manager, 
Arkansas Children’s Colony, Conway 
STERLING, HAROLD W., M.D., Manager, 
VA Hospital, Little Rock 

YOPP, A. C., Dir. of Administration, 
Arkansas State Hospital, Little Rock 


CALIFORNIA 
ADAMS, F. H., M.D., Supt. & Med. Dir., 


Stockton State Hospital, Stockton 
APPLEGATE, CARL E., Deputy Dir., 

Bus. Serv., Dept. M. Hygiene, Sacramento 
BLAIN, DANIEL, M.D., Dir., 

Dept. Mental Hygiene, Sacramento 
BRAVOS, THEODORE A., Asst. Supt. Bus., 
Sonoma State Hospital, Eldridge 

BURNS, G. ie M.D., Medical Director, 
Compton Sanitarium, Compton 

CRAIG, RAYMOND W., Consultant, 
U.S.P.H.S., NIMH, San Francisco 
GARRETT, F. H., M.D., Supt. & Med. Dir., 
Camarillo State Hospital, Camarillo 
KLATTE, E. W., M.D., Assoc. Supt., 
Mendocino State Hospital, Talmage 
MILLER, THEO K., M.D., Supt. & Med. Dir., 
Napa State Hospital, Imola (1) 

O'BRIEN, W. M., M.D., Supt. & Med. Dir., 
Modesto State Hospital, Modesto 
THRAILKILL, KELLY, R. N., Asst. Dir., 
Nursg. Serv., Dept. M. Hygiene, Sacramento 
WYERS, R. E., M.D., Supt. & Med. Dir., 
Metropolitan State Hospital, Norwalk 


COLORADO 
BOSCH, MEINDERT, Admin. Director, 


Bethesda Hospital, Denver 


CONNECTICUT 
BLOOMBERG, WILFRED, M.D.. Comnr., 
Dept. Mental Health, Hartford 
DAYTON, NEIL A., M.D., Supt., 
Training School, Mansfield Depot 
DE LA VERGNE, P.M., M.D., Supt., 
Undercliff Hospital, Meriden 
DONNELLY, JOHN, M.D., Med Dir., 
Institute of Living, Hartford 
GREEN, W. F., M.D., Supt., 
Fairfield State Hospital, Newton 
HILL, CLARKSON, Business Manager, 
Institute of Living, Hartford 
KETTLE, RONALD H., M.D., Supt., 
Norwich State Hospital, Norwich 
MACKENZIE, Mrs. M. T., R.N. 
Dir. Nursg., State Hospital, Norwich 
O'BRIEN, EUGENE R., Bus. Manager, 
Connecticut State Hospital, Middletown (A) 
PIKE, ALLEN H., A.F.M. Officer, 
Mansfield Training Sch., Mansfield Depot 
ROBERTS, MRS. F. T., Spec. Asst., 
Central Office, Dept. M. Health, Hartford 


ROSTER OF DELEGATES 


Letter in parentheses indicates Pilot Group 


WHITING, HARRY S., M.D., Supt., 
Connecticut State Hospital, Middletown 
WILLIAMS, T. GLYNE, M.D., Asst. Prof., 
Dept. Public Health, Yale Univ., New Haven 


DELAWARE 
ALLPORT, EDW. H., Asst. Bus. Manager, 
Delaware State Hospital, Farnhurst 
McCARTHY, MAURICE P., Bus. Manager, 
Gov. Bacon Health Ctr., Delaware City 
TARUMIANZ, ALEXIS, Business Manager, 
Delaware State Hospital, Farnhurst 
TARUMIANZ, M. A., M.D., Superintendent, 
Delaware State Hospital, Farnhurst 
WILCOX, CALVIN G., Bus. Manager, 
Hosp. for Mentally Retarded, Stockley 


DISTRICT OF COLUMBIA 
BLASKO, JOHN J., M.D., Asst. Dir., 
P. & N. Serv., Veterans Administration 
Central Office (F) 
ELWELL, RICHARD N., R.N., 
Psych. Nursg. Consult., VA Central Office 
FOGARTY, The Hon. JOHN E., 
U.S. House of Representatives 
JENKINS, RICHARD L., M.D., 
Dir., Psych. Eval. Proj.. VACO (D) 
KIRACOFE, A. H., M.D., Dir., Prof. Ed., 
St. Elizabeths Hospital 
VAN MATRE, R. M., M.D., 
Chief, Psych. Trng., VACO 


FLORIDA 
BENBOW, JOHN T., M.D., Supt., 
N.E. Fla. State Hospital, Macclenny (G) 
EATON, R. C., M.D., Clin. Dir., 
Fla. State Hospital, Chattahoochee (B) 


GEORGIA 
BARRETT, Mrs. FRIEDA, R.N.., 
Supt. of Nurses, Peachtree Hosp.. 
Atlanta (B) 
FRASER, PAUL, Admin., 
Peachtree Hospital, Atlanta 
FRASER, Mrs. PAUL 
Peachtree Hospital, Atlanta 
OSBERG, JAMES W., M.D., Dir., 
USPHS, Atlanta 
PENNINGROTH, PAUL W., Ph.D., 
Asst. Dir. Mental Health, SREB, 
Atlanta 
TANGWAY, LARRY P., Consultant, 
Peachtree Hospital, Atlanta 


IDAHO 


PULLEN, MYRICK W., JR., M.D., Supt., 
State Hospital North, Orofino 


ILLINOIS 
ANDERSON, J. R., M.D., Asst. Secretary, 
Council on Prof. Practice, 
Amer. Hospital Association, Chicago 
BEASLEY, BLESSING, R.N., 
Chief, Nursg. Serv., VA Hosp., Danville 
FELLER, ROGER L., M.D., Asst. Supt., 
Peoria State Hospital, Peoria 
MORGAN, CATHERINE, 
M.H. Consultant, DHEW—PHS, Reg. V, 
Chicago 
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COMPREHENSIVE, 
THREE-LEVEL TREATMENT 
OF DEPRESSION 


AND ASSOCIATED ANXIETY 
AND PHYSICAL TENSION 


RELIEVES DEPRESSION 

including symptoms such as crying, 
lethargy, loss of appetite, insomnia 
RELIEVES ASSOCIATED ANXIETY 
with no risk of drug-induced depression 
RELIEVES ASSOCIATED 
PHYSICAL TENSION 

by relaxing skeletal muscle 


hypothalamus 


thalamus and 
limbic system 


spinal cord 


“Deprol 


benactyzine + meprobamate 


® confirmed efficacy 
= documented safety 
SUPPLIED: Bottles of 50 light-pink, scored tablets 


COMPOSITION: Each tablet contains 1 mg. benactyzine HCl 
and 400 mg. meprobamate 


(ify WALLACE LABORATORIES + New Brunswick, N. J. 


T tRADE-Mark ¢0-9290 
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SLOANE, MARTIN S., M.D., Supt.. 
E. Moline State Hospital, E. Moline 
SMITH, A. K., Hosp. Bus. Admin., 
Alton State Hospital, Alton 
SQUIRE, MORRIS B., Admin. Dir., 
Forest Hospital, Des Plaines 
STECK, R. C., M.D., Supt., 

Anna State Hospital, Anna 
STILLER, ROCHUS, M.D., 

Elgin State Hospital, Elgin 
TUCKER, B. W., M. Health Educ., 
Dept. Public Welfare, Springfield (J) 


INDIANA 


BAUER, R. S., Coord. Vol. Svces, 

Div. of Mental Health, Indianapolis 
BOLSTAD, GLENNA L., Vol. Director, 
Central State Hospital Indianapolis 
BRANSON, ROBERT, P. R. Consultant, 
Div., of Mental Health, Indianapolis, 
(Lead., 1) 

BRENIZER, WILLIAM, Bus. Admin., 
State Hospital, Richmond 

BROWN, DONALD, L., R.N., Dir. of Nrsg., 
State Hospital, Logansport 

COOK, KEITH H., Dir., Soc. Svee., 
State Hospital, Logansport 

DEAN, H. T., Business Admin., 

Ft. Wayne State School, Ft. Wayne 
EDWARDS, MARGARET, 

Div. of Mental Health, Indianapolis 
FONG, THEODORE C. C., M.D., Asst. Supt., 
Madison State Hospital, N. Madison 
GELSTON, HELEN, R.N., Asst. Dir., 
Nursg. Svee., Beatty Memorial Hosp.. 
Westville 

GOLDSMITH, ELIZ., Dir.. Vol. Svees.. 
State Hospital, Evansville 

JONES, G. T., Bus. Admin.. 

State Hospital, Evansville 

MAY, MARJORIE, Statistician, 

Div. of Mental Health, Indianapolis (D) 
McATEE, OTT B., M.D., Supt., 

State Hospital, N. Madison 

MEYER, MARTIN W., Ed.D., Coord., 
Activity Therapy, Div. Mental Health, 
Indianapolis (Lead., J.) 

MORTON, DAVID P., M.D., Supt., 
Beatty Memorial Hosp., Westville 
PHIPPS, E. B., M.D., 

State Hospital, Logansport 

RAUCH, GEORGE H., Bus. Admin., 
State Hospital, New Castle 

SAVAGE, MARY H., R.N., Dir. Nurses, 
State Hospital, New Castle 

SMOCK, SIDNEY, Bus. Admin., 

Central State Hospital, Indianapolis 
SOUTHWORTH, J. W., M.D., Dep. Comnr., 
Div. Mental Health, Indianapolis (B) 
SPRY, HELEN, R.N., Dir. Nurses. 
Madison State Hospital, Madison (A) 
STEWART, DORRIS O., R.N.. 

Dir., Psych. Nursg., Div. Mental Health, 
Indianapolis (E) 

STOLLER, THOMAS R., Bus. Admin.. 
Beatty Memorial Hosp., Westville 
TAUSIG, THEODORE N., M.D., 

Chief, P&N Svee., VA Hospital, 
Indianapolis 

TRAINOR, MARY, Dir., Vol. Svce., 
State Hospital, New Castle 

WILLIAMS, Mrs. Jane M., Dir., Vol. Svee., 
State Hospital, N. Madison 


IOWA 
BRINEGAR, W. C., M.D., Supt.. 
Mental Health Institute, Cherokee 
BROOKS, H. D., Bus. Manager, 
Woodward State Hospital, Woodward 
CATLIN, KARL A., M.D., Supt., 
Mental Health Institute, Clarinda 
CRISWELL, PAUL M., Bus. Manager, 
Glenwood State School, Glenwood 
CROMWELL, J. O., M.D.., 
Dir. Mental Health, Board of Control, 
Des Moines 
DURAN, FERNANDO, R.N., Dir. Nursg., 
Mental Health Institute, Clarinda 
FRANCE, CHARLES L., Pers. Director, 
Mental Health Institute, Clarinda 
HALL, RUSSELL, Business Manager, 
Mental Health Institute, Clarinda 
HANSEN, J. R., Member, 
Board of Control, Des Moines 
KORSON, SELIG M., M.D., Supt., 
Mental Health Institute, Independence 
OLSEN, A. L., M.D., Manager 
VA Hospital, Knoxville 
OTTE, DORIS, Coord. of Vol. Svee., 
Mental Health Institute, Clarinda 
PEFFER, PETER A., M.D., Supt., 
Glenwood State School, Glenwood 
(Lead., D) 
REGNIER, WALTER O., M.D., Dir.. 
Prof. Svces., VA Hospital, Knoxville 
SAWYER, GRACE M., M.D., Supt.. 
State Hospital & School, Woodward 
SCHNEIDER, L. G., Bus. Admin. 
Mental Health Institute, Independence 
WHITE, CHARLES E., M.D., Clin. Dir., 


Mental Health Institute, Independence 


KANSAS 
ARNOLD, RALPH C., Dir. of Pub. Rel.. 
Larned State Hospital, Larned (G) 
BAIR, HOWARD V., M.D., Supt., 
State Hospital & Training Center, Parsons 
(Lead., G) 
EATON, M. T., M.D., Assoc. Prof., 
Univ. of Kansas Med. Ctr., Kansas City 
HESHER, E. WAYNE, Bus. Manager, 
Larned State Hospital, Larned (C) 
JACKSON, G. W., M.D., Dir. of Institutions, 
Dept. of Social Welfare, Topeka 
MILLS, J. RUSSELL, Bus. Manager, 
State Hospital, Osawatomie 
PAWL, EUGENE L., Bus. Manager, 
Topeka State Hospital, Topeka 
SMITH, FRANK V., M.D., Asst. Dir. Inst., 
Dept. of Social Welfare, Topeka 
SWANK, Mrs. Letha, Dir. of Pub. Info., 
Topeka State Hospital, Topeka (1) 
VINCENT, RAY M., Bus. Manager, 
Parsons State Hospital, Parsons 
ZUBOWICZ, GEORGE, M.D., Supt., 


Osawatomie State Hospital, Osawatomie 


KENTUCKY 
AKAYDIN, MEHMET S., M.D., Clin. Dir., 
Western State Hospital, Hopkinsville 
ELY, BETTY JANE, R.N., 
Psych. Nrsg. Cons., Dept. of Mental Health, 
Louisville 
FOX, WALTER, M.D., Supt., 
Central State Hosp., Lakeland (Lead., B) 
HENNEBERRY, J., R.N., Dir. of Nursg., 
Kentucky State Hospital, Danville 


JOHNSTONE, J. S., Hosp. Administrator, 
Kentucky State Hospital, Danville 
KNOWLES, RAY R., M.D., Supt., 
Kentucky State Hospital, Danville 

KOON, Mrs. KATHRYN, R.N., Dir. of Nrsg., 
Western State Hospital, Hopkinsville (F) 
LEWIS, T. H., Dir., Hosp. Administration, 
Dept. of Mental Health, Louisville 
McPHEETERS, HAROLD L., M.D., Comnr., 
Dept. of Mental Health, Louisville 
MERIWETHER, RICHARD, Hosp. Admir., 
Western State Hospital, Hopkinsville 
MOORE, Mrs. MAJEL K., Vol. Coordin., 
Eastern State Hospital, Lexington 

PARKER, J. B., JR., M.D., Chairman, 
Dept. Psych., Univ. Ky. Med. Ctr., 
Lexington (J) 

RICH, W. E., M.D.. Clin. Dir., 

Eastern State Hospital. Lexington 
SHEPHERD, WM. L., Hosp. Admin., 
Central State Hospital, Lakeland 
SHROPSHIRE, DONALD G., Bus. Admin., 
Eastern State Hosp., Lexington (Lead., C) 
TACHAU, LOUISE, Pub. Rel. Consult., 
Dept. Mental Health, Louisville 

TOWNER, Mrs. ANNE, Dir., Soc. Svce., 
Central State Hospital, Lakeland (F) 


LOUISIANA 


RAFFERTY, THOMAS L., M.D., Clin. Dir., 
S. E. La. Hospital, Mandeville (A) 


MAINE 


HAYDEN, PERRY D., Commissioner, 
Dept. M. Health & Corrections, Augusta 
LASSELLE, GEORGE A., Bus. Mer., 
Augusta State Hospital, Augusta 
POOLER, HAROLD A., M.D.. Supt.. 
Bangor State Hospital, Bangor (E) 
WITHAM, EDW. P., JR., Bus. Mer., 
Pineland Hosp. & Trng. Ctr., Pownal (C) 


MARYLAND 


ALLEN, GORDON, M.D., National Institute 

of Mental Health, Bethesda 

BARTEMEIER, LEO H., M.D., Med. Dir., 
Seton Institute, Baltimore 

BERGER, DAVID, Ph.D., Exec. Dir., 

VA Hospital, Perry Point 

HEWITT, ROBERT T., M.D.,. Chief, 

Hosp. Consult. Svces, NIMH, Bethesda 
HILDRETH, H. M., M.D., 

Hosp. Consult. Svces, Commun. Svces Br., 

NIMH, Bethesda | 
HUSE, ARTHUR A., M.D., 
Cedarcroft Sanitarium, Silver Spring 

KNEE, Mrs. RUTH L, 

Psy. Soc. Wk. Cons., NIMH, Bethesda (E) 
MORGAN, CATHERINE A., R.N., 

Comm. Svce. Branch, NIMH, Bethesda 
MORGAN, TIRZAH M., R.N.. 

Psych. Nursg. Consult., NIMH, 
Bethesda (Lead., E) 
SEWALL, LEE G., M.D., Mer.. 
VA Hospital, Perry Point 
SISTER MARY AGNES, Supervisor, 

Seton Psychiatric Institute, Baltimore 

SISTER MARY CAROLINE, Supervisor, 

Seton Psychiatric Institute, Baltimore 

STERN, Mrs. EDITH M., Science Writer, 

Silver Spring 


MASSACHUSETTS 


BOWER, WILLIS H., M.D., 
McLean Hospital, Belmont (B) 
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ELLIOTT, G. A., M.D., 
Area Chief, P&N, VA Reg. Office, Boston 


GENTILE, JOSEPH P., 2nd Asst. Comnr., 


Dept. Mental Health, Boston 
HAVENS, LESTON L., M.D. 

Mass. Ment. Health Ctr., Boston (A) 
LANGEVIN, HENRY, Ass’t. Admin., 
McLean Hospital, Belmont 


NELSON, RICHARD W., M.D., Asst. Supt., 


Worcester State Hospital, Worcester 
NOYES, FRANK A.. R.N., Res. Assoc., 
NIMH Res. Proj., Waltham 

SOLOMON, HARRY C., M.D., Comnr.. 
Dept. Mental Health, Boston 

STANTON, ALFRED M., M.D., 
McLean Hospital, Belmont 

TIBBETTS, MARGARET C., R.N., Dir., 
Sch. Nrsg., McLean Hosp., Belmont 


MICHIGAN 


BAX, GERALD A., Bus. Exec., 

Pontiac State Hospital, Pontiac 
BRAVERMAN, A. H., M.D., Dir., 

Prof. Svces, VA Hospital, Battle Creek 
BUONICONTO, P., M.D., Med. Supt., 
Wayne County Trng. Sch., Northville (J) 
DUNDON, ARTHUR F., SR., M.D., 
Clin. Dir., State Hospital, Traverse City 
DOUGLAS, KENNETH W., M.D., Supt., 
State Home & Trng. Sch., Mt. Pleasant 
HERSHIPS, EDWARD J., Bus. Mer., 
State Home & Trng. Sch., Northville (E) 
HODGES, JAMES C., Asst. Dir., 

Dept. Mental Health, Lansing 

KENZIE, WALTER, Bus. Exec., 
Plymouth State Home & Trng. Sch., 
Northville 

KERR, KENNETH G., Bus. Exec., 

Caro State Hospital, Caro (F) 
PEARSON, CHARLES S., Bus. Exec., 
Lapeer St. Home & Trng. Sch., Lapeer 
SCHIEVE, GEORGE R., Bus. Exec., 
Ypsilanti State Hosp.. Ypsilanti 
SHOENFIELD, ALLEN, Science Writer, 
Ann Arbor 

THOMPSON, T. W., M.D., Med. Supt., 
Newberry State Hospital, Newberry 
WAGG, CHARLES F., Director, 

Dept. Mental Health, Lansing 


MINNESOTA 
HOFFMANN, R. F., Asst. Supt., 
Fergus Falls State Hosp., Fergus Falls 
KARLINS, Mrs. MIRIAM, Coordin., 
Vol. Svces, Dept. Pub. Welfare, St. Paul 


KJENAAS, Mrs. NANCY K., M.H. Consult., 


Dept. Public Welfare, St. Paul (1) 
KOZBERG, OSCAR, M.D., Clin. Dir., 
State Hospital, Moose Lake 


MISSISSIPPI 
HEAD, JOHN J., M.D., Clin, Dir. 
Miss. State Hospital, Whitfield 
JAQUITH, WM. L., M.D., Dir., 
Miss. State Hospital, Whitfield 


MISSOURI 
BARONE, PAUL L., M.D., Supt., 
Nevada State Hospital, Nevada 
BAUR, ALFRED K., M.D., Supt., 
State Hosp. #1, Fulton 
BRACKNEY, Mrs. HARRIET W.. 
Admin, Asst., Neurological Hospital, 
Kansas City 


EVANS, JERRY, R.N., Dir., Nrsg. Svces., 
Nevada State Hospital, Nevada (D) 
GRECO, JOSEPH T., Assoc. Dir., 

Barnes Hospital, St. Louis 

HINES, PAUL, M.D., Clin. Dir., 
Neurological Hospital, Kansas City (H) 
McCULLOUGH, L. N., M.D., 

St. Louis State Hospital, St. Louis 
MULLINAX, ORR, M.D., Med. Supt., 
State Hospital #2, St. Joseph 

OZARIN, LUCY D., M.D., 

Chief, M. H. Svces., USPHS-NIMH, 
Kansas City 

SEAMAN, ROBERT, Bus. Manager, 

State Hospital #1, Fulton 

WEISS, JAMES M. A., M.D., Assoc. Prof., 
Washington Univ. Med. Sch., St. Louis (H) 


MONTANA 


HARRINGTON, C. L., M.D., Asst. Supt., 
Montana State Hospital, Warm Springs 
SPRATT, R. J., M.D., Supt., 

Montana State Hospital, Warm Springs 


NEBRASKA 


GRAY, RICHARD W., M.D., Supt., 
Lincoln State Hospital, Lincoln 

GYSIN, WALTER M., M.D., Clin. Dir., 
Norfolk State Hospital, Norfolk 
JOHNSON, Mrs. ETHEL N., Bus. Megr., 
Lincoln State Hospital, Lincoln 
KRUSH, THADDEUS P., M.D., Clin. Dir., 
Commun. Svces Division, 

Neb. Psychiatric Institute, Omaha (1) 
MESNER, DELBERT C., Bus. Manager, 
Neb. Psychiatric Institute, Omaha (H) 
TUNAKAN, BULENT, M_D., 

Neb. Psychiatric Institute, Omaha (A) 
WITTSON, CECIL, M.D., Dir.. 

Neb. Psychiatric Institute, Omaha 


NEW JERSEY 


BENNETT, ROBERT E., M.D., Med. Dir., 
N. J. Neuro-Psychiatric Inst., Princeton 
BRUNT, HARRY H., JR., M.D., Med. Dir., 
N. J. State Hospital, Hammonton (Lead., H) 
CRANDELL, ARCHIE, M.D., Supt., 

State Hospital, Greystone Park 

GARBER, ROBERT S., M.D., Med. Dir., 
Carrier Clinic, Belle Mead 

GEBIRTIG, THEODORE, M.D., 

Asst. Med. Dir., State Hosp., Greystone Park 
GORDON, J. BERKELEY, M.D., Med. Dir., 
State Hospital, Marlboro 

GOYNE, JAMES B., M.D., 

State Hospital, Trenton 

KENNEDY, MAY, R.N., Dir., Nrsg. Svee., 
Fair Oaks, Inc., Summit 

MENDRES, Mrs. ELEANOR, R.N., 
Evening Supvr., Fair Oaks, Inc., Summit (E) 
NEAL, JOHN T., JR., Bus. Manager, 
State Hospital, Greystone Park 


NEW MEXICO 


STILLINGER, C. G., M.D., Supt., 
N. M. State Hospital, Las Vegas 


NEW YORK 


ABRAHAMER, H. W., M.D., Asst. Dir., 
Marcy State Hospital, Marcy 
ABRAHAMER, Mrs. CECELIA T., R.N. 
Chief Nurse, State Hospital, Marcy 

BECK, C. GILBERT, Asst. Dir., Bus. Admin., 
Dept. Mental Hygiene, Albany 


BECKENSTEIN, NATHAN, M.D., Dir., 
Brooklyn State Hospital, Brooklyn 
BERMANN, HAROLD H., M.D., Dir., 
Willowbrook State Sch., Staten Island 
BONAFEDE, V. I., M.D., Asst. Adm. Dir., 
Craig Colony & Hospital, Sonyea 

BRAY, CATHERINE L., R.N., 

Chief, Nrsg. Svce., VA Hospital, Montrose 
BRILL, HENRY, M.D., Deputy Comnr., 
Dept. of Mental Hygiene, Albany 
BUCKMAN, CHARLES, -M.LD., Dir., 
Kings Park State Hospital, Kings Park 
BURBLIS, VICTORIA T., R.N., 

Psych. Integrator, D’Youville College Nrsg., 
Buffalo 

CAMP, JOSEPH L., M.D., Dep. Asst. Comnr., 
Dept. of Mental Hygiene, Albany 
CAMPFIELD, PERCY V., Business Officer, 
Syracuse State School, Syracuse 

COHEN, SAMUEL, Business Officer, 
Harlem Valley State Hospital, Wingdale 
COLBURN, ROBERT E., Business Officer, 
Gowanda State Homeopathic Hosp., Helmuth 
CROTTY, MARION C., R.N., 

Asst. Dir., Nrsg. Serv., Dept. M. Hyg., Albany 
DAVIDSON, LAURA A., R.N., Instructor, 
Cornell University, Ithaca 

DAVIES, STANLEY P., Dir., Spec. Studies, 
N. Y. St. Asso. of M. Health, New York City 
DAVIS, DANIEL, M.D., Dir., Prof. Svces., 
VA Hospital, Canandaigua 

DIAMOND, OSCAR, M.D., Clin. Dir., 
Creedmoor State Hosp., Queens Village (H) 
DORAN, DANIEL J., Bus. Asst. to Comnr., 
Department of Mental Hygiene, Albany 
EMMER, HENRY, Bus. Officer, 

Hudson River State Hosp., Poughkeepsie 
FARRAR, Mrs. MARGARET, Dir., 

M.H. Ed. & Info., Dept. M. Hygiene, Albany 
FOLEY, ROBERT P., Bus, Officer, 

Wassaic State School, Wassaic 

GOODE, PETER L., M.D., 

Hudson River Hosp., Poughkeepsie 
GREEN, GLENN M., Bus. Officer, 

Buffalo State Hospital, Buffalo 
GREENBERG, CHARLES, M.D., Director, 
Rome State School, Rome 

HALE, LLOYD W., Bus. Officer, 
Willowbrook State Sch., Staten Island 
HARRIS, PAUL, III, Psych. Aide Sect., 
Natl, Asso. for M. Health, New York City 
HARRISON, EMMA, Science Writer, 

New York Times, New York City 

HENNE, FRANK R., M.D., Director, 
Newark State School, Newark 

HILLS, GRANVILL, Dir. of Personnel, 
Dept. of Mental Hygiene, Albany 
HOGEBOOM, WILLARD L., M.D., 

Asst. Dir., Willard State Hospital, Willard 
HRABA, CHARLES A., Head Acct. Clerk, 
Syracuse Psych. Hospital, Syracuse 

HUNT, ROBERT C., M.D., Director, 
Hudson River St. Hosp., Poughkeepsie 
KEARSE, J. M., Bus. Officer, 

Binghamton State Hospital, Binghamton 
LaBURT, HARRY A., M.D., Director, 
Creedmoor State Hosp., Queens Village (D) 
LAMBERT, JOHN P., M.D., Med. Dir., 
Four Winds Hospital, Katonah 

LAWSON, FREDERICK T., Bus. Officer, 
Kings Park State Hosp., Kings Park (C) 
LEWIS, GARLAND K., R.N., Dir., 
Seminars Proj. for Teachers of 


Psych. Aides, NAMH, New York City 
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LOPEZ, LOUIS V., M.D., Manager, 

VA Hospital, Canandaigua 

LYNAM, TERRENCE J., Bus. Officer, 
Brooklyn State Hosp., Brooklyn 
MALAMUD, WM., M.D., President, A.P.A., 
Professional & Research Dir., N.A.M.H., 
New York City 

MARTIN, STUART C., Steward, 

N. Y. Psych. Institute, New York City 
MAXWELL, L. J., Bus. Officer, 

Utica State Hospital, Utica 

McCAULEY, JOHN F., Bus. Officer, 
Creedmoor St. Hosp., Queens Village 
McCORMACK, P. J., Bus. Officer, 
Rochester St. Hospital, Rochester (D) 
MITCHELL, L. H., Bus. Officer, 

Pilgrim State Hosp., W. Brentwood 
MUSTILLE, ANTHONY, M.D., Clin. Dir., 
Gowanda St. Homeopathic Hosp., Helmuth 
NEUMANN, T. W., M.D., Director, 
Falkirk Hosp., Central Valley 
O'CONNELL, C. P., Bus. Officer, 
Middletown St. Hosp., Middletown (C) 
O'NEILL, FRANCIS J., M.D., Sr. Director, 
Central Islip St. Hosp., Central Islip 
O'SHEA, DENNIS J., Bus. Officer, 
Manhattan State Hosp., Manhattan 
PALCIC, ERNEST C., Bus. Officer, 
Letchworth Village, Thiells 

PENSE, ARTHUR W., M.LD.. 

Deputy Comnr., Dept. Ment. Hyg., Albany 
PETERSON, DOROTHY T., R.N., 

Chief Nurse, VA Hospital, Canandaigua 
PLEASURE, HYMAN, M.D., Director, 
Middletown St. Hosp., Middletown 
PUGH, ROBERT D., Asst. Mer., 

VA Hospital, Northport, L. I. 

RICE, C. B., Business Officer 

Craig Colony & Hosp., Sonyea (B) 
ROBINSON, JOHN G., M.D.. 

Meyer Memorial Hosp., Buffalo 
RODGERS, ARTHUR G., M.D., Dir., 
Syracuse State School, Syracuse 
ROSENBERG, GEORGE, M.D., 

Dir., Prof. Svces., VA Hosp.. Montrose 
SANDBURG, J. A., Bus. Officer, 

St. Lawrence St. Hosp., Ogdensburg 
SAWYER, HAROLD C., Bus. Officer, 
Rome State School, Rome 
SCHILLINGER, A, A., M.D., Manager, 
VA Hospital, Northport, L, I. 
SCHUTKEKER, BRUNO, 

VA Hospital, Buffalo 

SCHUTZER, ULYSSES, M.D., Director, 
Binghamton State Hosp., Binghamton 
SCHWEID, PAUL, Vice President, 
Victor Kramer Co., Inc., New York City 
SMALL, S. MOUCHLY, M.D., Pro‘. Psych., 
University of Buffalo 

SNOW, HERMAN B., M.D.. Director, 
St. Lawrence St. Hosp., Ogdensburg (I) 
STEIN, NOBE E., M.D., Asst. Director, 
Manhattan State Hosp., Ward’s Island 
SULLIVAN, ARTHUR M., M.D., Asst, Dir., 
Harlem Valley State Hosp., Wingdale 
SUMMERS, THOMAS, Exec. Vice President, 
Victor Kramer Co., Inc., New York City 
TERRENCE, C. F., M.D., Director, 
Rochester State Hospital, Rochester 
TRAVIS, JOHN H., M.D., Director, 
Manhattan St, Hosp., Ward's Island 
UBELL, EARL, Science Writer, 

New York Tribune, New York City 


WAGNER, ROBERT F., M.D., Asst. Dir., 
State Hospital, Central Islip (B) 

WALSH, CORNELIUS R., 

Asso. Personnel Admin., 

State Hospital, Central Islip 
WHITEHEAD, DUNCAN, M_D., Director, 
Buffalo State Hospital, Buffalo 
WOLFSON, ISAAC N., M.D., Director, 
Letchworth Village, Thiells 


NORTH CAROLINA 
BLACKLEY, R, J., M.D., Asst. Supt., 
Jolin Umstead Hospital, Butner 
BUSSE, EWALD W., M.D., Prof. & Chmn., 
Duke Univ. Med. Ctr., Durham 
CATHELL, JAMES L., M.D., Supt., 
John Umstead Hospital, Butner 
DOVENMUEHLE, ROBERT H., M.D., 
Research Coordin., Duke Univ. Ctr. 
for the Study of Aging, Durham (A) 
HARGROVE, EUGENE A., M.D., Gen. Supt., 
N. C. Hosp. Bd. Control, Raleigh (C) 
SIKES, WALTER A., M.D., Supt., 
Dorothea Dix Hospital, Raleigh 
VITOLS, M. M., M.D., Supt., 
Cherry Hospital, Goldsboro 


NORTH DAKOTA 
PALMER, JOHN C., M.D., Med. Dir., 


State Hospital, Jamestown 


OHIO 
ANDERSON, R. C., M.D., Commissioner, 
Div, of Ment. Hygiene, Columbus 
BADT, FREDERICK, M.D., Asst. Supt., 
State Hospital, Cleveland 
BAYLOR, ROBERT, Hospital Admin., 
Lima State Hospital, Lima 
CLIFFE, C. M., Assoc. Bus. Megr., 
Emerson A, North Hosp., Cincinnati 
CRAWFIS, E. H., M.D., Supt., 
Fairhill Psych. Hosp., Cleveland 
CROISSANT, R. B., M.D. 
Lima State Hospital, Lima 
DEAN, ROBERT K., Asst. Dir., 
Dept. M. Hygiene & Corrections, Columbus 
DILLON, LOWELL O., M.D., Supt., 
Columbus State Hospital, Columbus 
DUTY, J. E., M.D., Supt., 
Toledo State Hospital, Toledo 
FEUSS, CHARLES, M.D., Supt., 
Longview State Hosp., Cincinnati 
EVANS, HARRISON, M.D., Co-Director, 
Harding Sanitarium, Worthington 
GLAESNER, K., Rev., 
Ohio Mental Health Assn., Columbus 
HAINES, ROBERT A., M.D., Director, 
Dept. M. Hygiene & Corrections, Columbus 
HINKO, EDWARD H., M.D., Director, 
Cleveland Psych. Inst., Cleveland (F) 
JONES, J. ELLIOTT, Hosp. Admin., 
Longview State Hosp., Cincinnati 
LATTA, JOHN D., M.D. 
Lima State Hospital, Lima fA) 
MILLER, EVELYN, Dir.,-Vol. Activities, 
VA Hospital, Chillicothe (G) 
MORRIS, GLENN E., Asst. to the Comnr., 
Div. of Mental Hygiene, Columbus 
OTTE, E. E., President, 
Emerson A. North Hospital, Cincinnati 
PERR, ORWIN, M.D., Clin. Dir., 
Fairhill Psychiatric Hosp., Cleveland 
ROSEN, IRVING M., M.D., Clin. Dir., 
Cleveland Psych. Institute, Cleveland 
SILLIPHANT, GERALD, Budget Analyst, 


Dept. of Finance, Columbus 


STOVER, WILLIAM, M.D., Supt., 
Apple Creek State Hosp., Apple Creek 
WALTNER, CHARLES, M.D., Supt., 
Woodside Receiving Hosp., Youngstown 
WELLS, Mrs. MARION S., Exec. Dir., 
Ohio Mental Health Assn., Columbus 
YASINOW, AARON B., M.D., Dir., 
Med. & Surg., State Hospital, Cleveland 
ZUBER, JACK, Hosp. Administrator, 
Columbus State Hospital, Columbus 


OKLAHOMA 


CLARK, BERNICE, Dir. of Volunteers, 
Eastern State Hosp., Vinita 

DUGGER, JEWELLE, Bus. Manager, 
Eastern State Hosp., Vinita (D) 
EDWARDS, RHEBA L., M.D., Acting Dir., 
Dept. Mental Health, Oklahoma City 
FOWLER, PHOEBA A., Dir. Dietetics, 
Dept. Mental Health, Oklahoma City 
HAYS, P. L., M.D., Supt., 

Eastern State Hosp., Vinita 

LITTLE, BERTHA F., Dir, of Volunteers, 
Western State Hosp., Ft. Supply (H) 
SCRUGGS, Mrs. ANNA T., Supt., 

Enid State School, Enid 

SCRUGGS, WILLIAM F., Bus. Manager, 
Enid State School, Enid 

THOMPSON, WARREN A., Bus. Manager, 
Western State Hosp., Ft. Supply (C) 


OREGON 


CALLICRATE, D. L., M.D., Actg. Supt., 
Oregon Fairview Home, Salem 

COE, HENRY W., Administrator, 
Morningside Hospital, Portland 
DOERING, JOHN A., Mer., 

VA Hospital, Roseburg 

GALLANT, JOSEPH A., M.D.. 

Eastern Oregon St. Hosp., Pendleton 
GUISS, RUSSELL L., M.D.. Supt., 

F. H. Dammasch State Hosp., Wilsonville 
KEENAN, BETTY, Director, 
Hosp.-Commun. Svces, Morningside Hospital, 
Portland 

NELSON, HERBERT L., M.D., Clin. Dir., 


Oregon State Hosp., Salem (B) 


PENNSYLVANIA 


BELCHER, DONALD W., 

Smith Kline & French Labs., Philadelphia 
BENZ, EDWARD G., R.N., Consultant, 
Nrsg. Svee., Dept. Pub. Welfare, Harrisburg 
BIRD, JOHN 

SKF Labs.. Philadelphia 

CAMP, WILLIAM P., M.D., Supt., 
Norristown State Hospital, Norristown 
CHESTON, FRAZIER 

SKF Labs., Philadelphia 

COYNE, RICHARD, M.D. 

SKF Labs., Philadelphia 

DAUGHERTY, M., E., R.N., Dir. of Nurses, 
Western Psych. Institute, Pittsburgh 
DAVIS, JOHN E., M.D., Commissioner, 
Dept. Public Welfare, Harrisburg (B) 
DEHNE, THEO. L., M.D., Supt., 

Friends Hospital. Philadelphia 

DOWNEY, R. F., M.D., Supt., 

Mayview State Hospital, Mayview 
ERIKSON, KAI T., M.D., Instructor, 
Western Psych. Institute, Pittsburgh 
GOLDBERG, Mrs. ENID, R.N., Asst. Prof., 
Western Psych. Institute, Pittsburgh 
KANTOR, LESTER J., M.D., Manager, 
VA Hospital, Lebanon 
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SQUIBB ANNOUNCES 


once day 
dosage for 
the psychiatric 
patient 


Prolixin 


Squibb Fluphenazine Dihydrochloride 


Prolixin is a new, exceptionally effective behavior modifier with sustained and prolonged 
action for your psychiatric patients. Its extended action, permitting a single daily dose, 
has been thoroughly demonstrated in clinical trials.1.2 

Prolixin is particularly useful in the management of acute and chronic psychotic states 
characterized by agitation, excitement, explosive behavior and turbulence — in such 
conditions as schizophrenia, mania, psychoses due to organic brain disease, and senile 
psychoses. 

Providing lowered toxicity and maximum economy, Prolixin not only elicits a greater 
therapeutic response but also affords improvement in many patients previously refrac- 
tory to other phenothiazines. This is true whether the mental disorder is of short or long 
duration. 

The usual extrapyramidal symptoms encountered with other potent phenothiazine deriv- 
atives have been reported.!3 Less common effects have been hypotension,* drowsi- 
ness,> agitation,” restlessness,4 and anorexia.© Side effects have disappeared with 
reduced dosage or temporary discontinuance of the drug.?:56 ‘erouixiny is a squise TRADEMARK 


SQUIBB 


Squibb Quality— 


Dosage: Optimum dosage levels vary from patient to patient and must be de- 
termined individually. Most patients may be maintained on 1 mg.— 5 mg. daily, 
Supply: 1.0 mg., 2.5 mg., and 5 mg. tablets. References: 1. Taylor, I.J.: Clin. Res. 
Notes 2:1 (Aug.) 1959. 2. Morrow, L.L.: Clin. Res. Notes 2:8 (Aug.) 1959. 3. 


Darling, H.F.: Dis. Nerv. System 20:167 (April) 1959. 4. Niswander, G.D., and the Priceless 
Karacan, |.: Dis. Nerv. System (In Press). 5. Freed, J.E.: Clin. Res. Notes 2:12 é 
(Aug.) 1959. 6. Weiss, I.I.: Clin. Res. Notes 2:12 (Aug.) 1959. 7. Stevenson, L.E.: Ingredient 


Clin. Res. Notes 2:10 (Aug.) 1959. 
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RELIABILITY 


KREMENS, JACK B., M.D., Asst. Supt., 
Norristown State Hosp., Norristown 
LINDEN, MAURICE E., M.D., Dir., 
Div. of Mental Health, Dept. Pub. Health, 
Philadelphia 

ROSS, HARRY J., JR., M.D.. 

Western Psych. Institute, Pittsburgh (E) 
SHERSON, J. S., M.D., Med. Dir., 
Devereux Park Lodge, W. Chester 
SIELKE, EUGENE L., M.D., Supt., 
Phila. State Hospital, Philadelphia 


STOLTENBERG, RUTH, R.N., Dir. Nrsg.. 


State Hospital, Hollidaysburg 
WENIGER, F. L., M.D., Clin. Dir., 
Western Psych, Inst., Pittsburgh (G) 
WINOGRAD, BERT, 

SKE Labs., Philadelphia 
WOLFORD, JACK A., M.D., 
Western Psych. Institute, Pittsburgh 


RHODE ISLAND 
BEHRENDT, VERA M., M.D., Asst. Supt.. 


State Hosp. for Ment. Diseases, Howard 


SOUTH CAROLINA 
BECKMAN, W. P., M.D.. Director, 
S. C. Ment. Health Comm., Columbia 
BOYD, ROBERT C., Admin. Asst., 
S. C, State Hospital, Columbia 
CONNELLEY, CLAUDE W., Bus. Mer., 
S. C. State Hospital, Columbia 
HALL, E. A., JR., Comptroller, 
S. C. State Mental Hospital, Columbia 
HALL, WILLIAM S.. M.D., Supt., 
S. C. State Mental Hospital, Columbia 


HUDSON, Mrs. EDITH L., Dir., Vol. Svees., 


S. C. State Hosp., Columbia 
JOHNSON, RUTH S., M.D.. 

S. C. State Hospital, Columbia (A) 
McLENDON, SOL. B.. M.D... Med. Dir., 


State Park St. Hosn.. Columbia 


MOREHOUSE, W. G., M.D., Sr. Asst, Phys., 


S. C. State Hosp., Columbia (Lead. A) 


WHITEHOUSE, JOHN W., Personnel Dir., 


S. C. State Hospital, Columbia 


SOUTH DAKOTA 
STOKES, HAROLD A., M.D., Mer., 
VA Hospital, Ft. Meade (J) 
TENNESSEE 
COOPER, NEIL S., Bus. Admin., 


Eastern State Hospital, Knoxville 


GOULD, EULA, R.N., Consult., Nrsg. Svces, 


Dept. Mental Health, Nashville 
LEVY, EDWIN M., M.D., Supt., 
Western St. Hosp., Bolivar (C) 
McTYRE, H. E., M.D., Actg. Dir., 
Prof. Svees., VA Hosp., Murfreesboro 
PETERSON, B. F., M.D., Supt., 
Eastern State Hosp., Knoxville 
TAYLOR, JAMES A., M.D.. Supt., 
Gailor Psych. Hospital, Memphis 


TEXAS 
ALBRIGHT, J. H., M.D., 
Austin State Hospital, Austin 


MIDDLETON, JOHN, Dir., Psy, Soc. Svee., 


Austin State Hospital, Austin 
ROBERTS, NORMAN B., Bus. Mer., 
Wichita Falls St. Hosp., Wichita Falls 
RUILMANN, C. J., M.D., Director, 
Tex. Bd. for Hospitals & Spee. Schools, 
Austin 


WILLIAMS, FRANKIE E., M.D., Clin. Dir., 


State Hospital, Big Spring 


UTAH 


BOWLES, MARY, R.N., Asst. Chief, 

Nrsg. Svee., VA Hospital, Salt Lake City 
WIEMERS, EUGENE L., M.D., Asst Supt., 
Utah State Hospital, Provo 


VERMONT 


TOMPKINS, J. BUTLER, M.D., Supt., 


Brattleboro Retreat, Brattleboro 


VIRGINIA 


ASHBURY, HOWARD H., M.D., Clin. Dir., 
Western State Hospital, Staunton 
BLALOCK, JOSEPH R., M.D., Supt., 
Southwestern St. Hosp., Marion 

BOUNDSs, J. B., M.D., Manager, 

VA Hospital, Roanoke 

BURTON, H. H., Adm. Svee. Dir., 

Western State Hospital, Staunton 

CAVEY, M. L., R.N., Dir., Nrsg. Svce., 
Dept. Ment. Hygiene & Hospitals, Richmond 
CORR, Mrs. BERTHA E., R.N., 

Dir. of Nurses, Lynchburg Trng. Sch. 

& Hosp., Colony (E) 

COX, PAUL R., Admin. Svee. Dir., 
Southwestern St. Hosp.. Marion 

DAVIS. HIRAM W., M.D., Commissioner, 
Dept. Ment, Hygiene & Hospitals, Richmond 
DENTON, THEODORE G., M.D.. 

Actg. Supt., Central St. Hosp., Petersburg 
FUNKHOUSER, J. B., M.D., Asst. Comnr., 
Dept. Ment. Hygiene & Hospitals, Richmond 
HANLON, JULIAN, Psych. Soc. Wkr., 
NIMH, Charlottesville (F) 

HARRIS, ALICE W., M.D., Dir. of Nurses, 
Eastern State Hospital, Williamsburg 
LANGLEY, E. R., R.N., Supt. of Nurses, 
Central State Hospital, Petersburg 

LEE, ARVE, Admin. Svee. Dir., 
Lynchburg Trng. Sch. & Hosp., Colony 
LINKOUS, MONTGOMERY, Admin., 
DeJarnette State Sanatorium, Staunton 
NAGLER, BENEDICT, M.D., Supt.. 
Lynchburg Trng. Sch. & Hosp., Colony 
RUTH, ALFRED E. H., Dir. of M. Hospitals, 
Dept. of M. Hygiene & Hospitals, Richmond 
SAMPLES, Mrs. GRACE, R.N., 

Supt. Nurses, DeJarnette State San., Staunton 
SAYERS, LOUISE, R.N., Supt. of Nurses, 
S. W. State Hospital, Marion (F) 

STONE, G. EDMUND, M.D., Supt., 
DeJarnette State Sanatorium, Staunton 
WOLFE, ALLEN E., Admin. Svee. Dir., 


Training School & Hospital, Petersburg 


WASHINGTON 


CONTE, WILLIAM R., M.D., Supervisor, 
Div. of Mental Haelth, Olympia 

JOFFE, JOY R., M.D., 

Northern State Hosp., Sedro-Woolley 
KRAUSS, MARION E., R.N., Dir. of Nrsg.. 
Eastern State Hospital, Medical Lake 
PETERSON, EDWIN P., M.D., Clin. Dir., 
Eastern State Hospital, Medical Lake 


WISCONSIN 


PRIMAKOW, MAX J., M.D., Chief, NPServ.. 
VA Hospital, Wood 

FERRANDO, M. J. 

SCHEERENBERGER, R. C., Principal, 
Northern Wis. Colony, Chippewa Falls 
SHAUT, A. H., R.N., Supervisor, 

County Hosp. Serv., Div. of M. Hygiene, 
Madison 

TYBRING, GILBERT B., M.D., Clin. Dir., 
Mendota State Hospital, Madison 


WYOMING 


KARN, WILLIAM N., M.D., Supt. 
Wyoming State Hospital, Evanston 
McCLOSKEY, AGNES J., R.N., 

Asst. Ch. Nurse, VA Hospital, Sheridan 


FACULTY: 


ALLEN, GORDON, M.D., 

Laboratory of Socio-Environment Studies, 
N.LM.H., Bethesda, Md. 

BARTEMEIER, LEO H., M.D., Med. Dir., 
Seton Institute, Baltimore, Md. 

BENNETT, ROBERT E., M.D., Med. Dir., 
N. J. Neuro-Psychiatric Institute, Princeton 
BLOOMBERG, WILFRED, M.D.. 

Comnr. of Mental Health, Hartford, Conn. 
BRILL, HENRY, M.D., Deputy Comnr., 
N. Y. Dept. of Mental Hygiene, Albany 
and Dir., Pilgrim State Hospital, N. Y. 
BUSSE, EWALD W., M.D., Prof. & Chmn., 
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